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ABSTRACT 
 
Self-efficacy in clinical performance is a very important aspect in quality of health care, 
because it is the ability of the person to produce the desired outcomes. The aim of the 
study was to evaluate self-efficacy in clinical performance of NIMART programme by 
professional nurses in Buffalo City Metropolitan in Eastern Cape Province South Africa. 
A quantitative, descriptive survey design was used to examine self-efficacy in clinical 
performance during implementation of NIMART programme. A purposive sample of 358 
NIMART programme trained professional nurses was included in the study. Analysis of 
the finding was done using SPSS version 21.0. Descriptive statistics (frequencies, 
percentage, mean and standard deviations) were used to analyse categorical variables. 
To reduce data volume, factor analysis was used to identify six variable clusters: 
Evaluation; planning, assessment, implementation, and patient care mentoring. Factor 1 
(evaluation) was highly loaded on patient driven results (0.63); nursing interventions 
(0.70); breakdown point location (0.80); prognosis based care decisions (0.79); 
prognosis based outcome monitoring (0.70); and prognosis based settings adjustment 
(0.70). These items collectively define evaluation of self-efficacy clinical performance of 
the participants. Factor 2 (planning) was termed planning of patient care in a clinical 
setting was significantly loaded on these items: data driven nursing diagnosis (0.51); 
patient driven nursing diagnosis (0.52); settings based nursing diagnosis (0.49); overall 
care plan formulation (0.52); short-term patients care formulation (0.58); long-term 
patient care formulation (0.66); goal based measurable outcomes (0.80); goal based 
daily patient care plan (0.79); settings based daily patient care plan (0.73). Factor 3 
(assessment) which was termed assessment in clinical performance was not 
significantly loaded in some of the items: physical assessment (0.64); patient history 
(0.65); energy restoration (0.56); time management (0.71); objective patient health data 
(0.61); subjective patient health data (0.49); data collection documentation (0.44). 
Factor 4 (implementation) data source correlation; patient health data analysis (0.45); 
patient strength (0.46); nurse-patient/family communication (0.55); nurse patient 
collaboration (0.64); Experience driven decision making (0.58). Factor 5 (patient care) 
patient care plan adherence (0.65); setting based overall patient care (0.74); resource 
based overall patient care (0.59). Factor 6 (mentoring) patient’s concerns identification 
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(0.48); patient problems prioritisation (0.46); mentor/colleague advice (0.43); 
mentor/colleague feedback use (0.61); patient discharge strategies (0.71); continuous 
reporting/documenting (0.63). The mean scores produced by the Kruskal-Wallis test 
showed the lowest scoring pattern as follows: 20122013201120142010. This 
order was the same for all the variables, confirming that the 2010 group scored 
significantly higher than any other group on all the variables. The overall results of the 
study revealed that professional nurses have high self-efficacy in clinical performance in 
implementation of NIMART programme, except in evaluation aspect of self-efficacy 
where they scored lessor. Professional nurses trained by FPD scored higher in the 
aspects of self-efficacy in clinical performance compared to RTC trained; but scored 
lower in evaluative ability of self-efficacy in both institutions (FPD and RTC). The 
findings of this study showed that the overall self-efficacy of the professional nurses 
trained on NIMART programme performed clinically satisfactorily. It is recommended 
that in-service education or continuous professional development for professional 
nurses working in PHC’s should not only concentrate on updating clinical skills, but also 
create opportunity for reflection and strengthening of professional nurses’ self-efficacy in 
clinical performance. Also, further study on other processes of goal realisation will aid 
our understanding of self-efficacy in achieving the desirable goals of the professional 
nurses for patient quality care. Further research is also needed to evaluate clients’ 
satisfaction during care based on the NIMART intervention programme. 
 
KEY WORDS 
Self-efficacy, Evaluation, Assessment, Planning, Implementation, Competency, Task-
shifting, Quality of care, NIMART, HIV/AIDS, South Africa, Eastern Cape Province, 
Strengthening. 
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CHAPTER ONE:  INTRODUCTION AND BACKGROUND TO THE 
STUDY 
1.1 Introduction  
 
Self-efficacy in clinical performance is a very important aspect in quality of care, 
because it is the ability of the person to produce the desired outcomes (Bandura, 
2005:1). The ability to predict skilled performance throughout professional development 
is important in medical science education especially in nursing (Cheragi, Hassani, 
Yagmaei & Alavi-Majed, 2009: 214). How one performs clinically, in the delivery of 
quality of care is crucial to the clients (WHO, 2008:3). South Africa has the largest 
antiretroviral treatment roll out in the world; by October 2012, over 2 million patients 
were receiving anti-retroviral therapy (ART) (Statistics South Africa, 2012). South Africa 
also is in a dynamic period of strengthening health care systems, with many initiatives 
such as nurse initiated and management of anti-retroviral therapy (NIMART) and task-
shifting which is the reallocation of task among available staff. These initiatives are in an 
attempt to deal with the quadruple burden of disease and improve health (Mayosi et al., 
2012:2030).  
 
To ensure quality of care, NIMART was identified as the key strategy to antiretroviral 
therapy access; professional nurses were trained in this life saving intervention-
NIMART, for quality of care for the clients infected and affected by HIV/AIDS. For 
optimal success in the NIMART initiation, professional nurses as the largest group 
within the multidisciplinary team, have a vital role to play in providing quality of care for 
the clients and meeting set targets (Dennill et al., 2009:12; Zachariah et al., 2009: 549). 
Competencies in clinical performance are an important part of the quality of care for the 
client and are part of a continual process to help ensure that the professional nurses 
provide high-quality care to its customers and patients. Quality in clinical performance is 
of great concern for the Department of Health in South Africa; this has been proven by 
several litigations by the clients in recent past against the Department of Health arising 
from the incompetence in clinical performance among health care professionals (Thulth 
et al., 2015: 101; Malherbe, 2013:2; Bateman, 2011:216; The Lewin Group, 2009: 25; 
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Thomas & Valli, 2006:1162; George & Annas, 2006:2063). These litigations are due to 
malpractices by practitioners which include failure to meet a standard of care or failure 
to deliver care that a reasonably prudent practitioner would deliver in a similar situation. 
Mbachu and Nkado (2007:31) further explains that, failure to assess and monitor a 
client can bring a law suit. 
 
There is expressed fear that professional nurses will bear the risk of shouldering the 
burden of rapid expansion of Anti Retro-viral Therapy (ART) alone, without adequate 
training, self-efficacy or support and within a health system already under considerable 
strain (Colvin et al., 2010:212). For this reason, NIMART trained professional nurses 
should be competent and well skilled for quality management of HIV/AIDS infected and 
affected clients. Improved access in ART is an indicator that more than 80% of deaths 
during the first year after diagnosis of HIV infection occurred before the patients could 
be started on ART (Cameron et al., 2012:98). In 2011, the death rate due to HIV was 
43.6% as compared to 44.3% in 2010. Fairall et al. (2012:889), explains that there was 
much difference within a year, meaning that initiation of ART by professional nurses has 
a potential to be effective if it is sustained through self-efficacy.  
 
However, there is limited literature on evaluation of self-efficacy in clinical performance 
during implementation of NIMART programme by professional nurses. Zachariah et al. 
(2009:549) states that in sub-Saharan Africa, the situation constitutes a human resource 
crisis due to significant immigration of trained professionals, difficult working conditions, 
poor salaries, low motivation (which affects self-efficacy) and a high burden of infectious 
diseases particularly HIV/AIDS.   
 
In the year 2012, South Africa had 69 doctors and 388 professional nurses per 100 000 
population (Cameron et al., 2012: 99). The authors further pointed that the scale-up of 
ART in sub-Saharan Africa has highlighted the human resource challenge of delivering 
and sustaining life-saving new intervention like NIMART programme (Cameron et al., 
2012: 99). In 2011, 1.4 million people were on ART despite shortages of staff. However, 
the literature on Nurse-Initiated and Managed ART (NIMART) in Africa is limited, and 
little is known about the key barriers, enablers and self-efficacy in clinical performance 
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concerning the implementation of NIMART programmes on a large scale. Qualitative 
studies conducted on NIMART has only focused on exploring the knowledge of 
professional nurses about NIMART programme (Crowley & Meyers, 2015: 807; Cohen, 
2007: 2; Georgeu et al., 2012:76; Chokwe & Wright, 2012:2; Stein et al., 2008:240). 
However, scant quantitative data exist on the aspects of self-efficacy in clinical 
performance during implementation of the programme to enhance self-efficacy and 
improve health practise.  
 
Task-shifting is a process whereby specific tasks are moved to appropriate health 
workers with shorter training and few qualifications as it was done with NIMART 
programme (WHO, 2008:8). The task-shifting process requires the development of 
standardized protocols, including simplified clinical guidelines, simplified recording and 
reporting systems and simplified monitoring and evaluation (Zachariah et al., 2009:549). 
It entails the initiation of clients on ART from doctors to professional nurses.  Initiating 
and managing of clients on ART is a logic strategy to meet the need of increased 
access to ART. NIMART is a 3-day course facilitated by Regional Training Centre and a 
5-day course also facilitated by Foundation for Professional Development (Brayn & 
Legodi, 2010:2). Initial training on NIMART programme facilitated by Regional Training 
Centre commenced in April 2010 in the Eastern Cape Province (Stender, 2011: 26). 
Foundation for Professional Development (FPD), which is non-governmental 
organisation supporting Department of Health (DoH), started a large-scale training of 
nurses on NIMART programme in seven provinces in the South Africa. The training 
began in October 2010 (Cameron et al., 2012:98). 
 
Nurse Initiated and Management of ART programme training was designed to empower 
primary health care professionals who are in first line consultation with HIV infected 
clients; equip professional nurses with knowledge and minimum skills necessary for 
understanding the potential day-day management of HIV related conditions; manage, 
assess, diagnose, treat, and at least initiate and monitor HIV related conditions, as well 
as manage common HIV associated conditions frequently seen in clinical practise 
Foundation for Professional Development (Bryan & Legodi, 2011:5). The theory on 
NIMART programme training was re-enforced by case study discussion and role-play 
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exercise using the practical approach to lung health and HIV/AIDS (PALSA PLUS) and 
Integrated Management of Childhood Infections (IMCI) method to ensure competency of 
the nurses (Stein et al., 2008:240). The literature is fraught with limited studies 
evaluating self-efficacy in clinical performance of professional nurses in the 
implementation of the newly intervention strategy (NIMART) in Buffalo City Metropolitan, 
Eastern Cape Province. In addition to training, professional nurses require regular 
support and mentoring to perform this task-shifting competently (Jones et al., 2012: 
768) which usually takes six months. Moreover, there is scanty information on the 
evaluation of this new intervention on self-efficacy in clinical performance in 
implementation, cost effectiveness and its impact in Eastern Cape Province, South 
Africa.  
 
Studies on HIV related issues in South Africa, have stated several obstacles impacting 
on the HIV prevention and treatment which include poor knowledge or denial about HIV 
status (Smith et al., 2014:241). Therefore, a massive and aggressive national campaign 
was launched in 2010 April, to encourage 15 million sexually active individuals to be 
tested for HIV. This effort was to expand antiretroviral care for both adults and children 
through the primary health care facility level to ‘ensure that all health institutions in the 
country are ready to receive and assist patients and not just a few accredited ARV 
centres’ (Smit et al., 2011:11). When these individuals have been tested and they are 
HIV positive, they need to be cared for by doctors and professional nurses in their 
respective areas with the challenge of staff shortage increased work-load, low 
motivation, poor quality of care and burden of disease (Mangi & Seekoe, 2011:160).  
 
The radical transformation of the health care system through National Health Insurance 
holds potential for universal access to effective programmes to promote health, prevent 
disease, care for the sick, and support the disabled. NIMART is a new nurse driven 
programme and has potential to promote health. Therefore, professional nurses need to 
be self-efficient in clinical performance to implement this new intervention (NIMART), in 
the absence of doctors. 
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1.3. Aim of the study 
 
The aim of the study was to examine self-efficacy in clinical performance during 
implementation of NIMART programme by South African professional nurses.  
 
1.3.1 Research Objectives 
 
The specific objectives of the study are as follows: 
 To assess the self-efficacy of professional nurses in clinical performance in 
relation to their evaluative ability on NIMART programme. 
 To examine the self-efficacy of professional nurses in clinical performance in 
relation to planning for NIMART programme 
 To determine the self-efficacy of professional nurses in clinical performance in 
relation to client assessment on NIMART programme 
 To examine the self-efficacy of professional nurses in clinical performance in 
relation to the implementation of NIMART programme 
 To determine the relationship between demographic variables and self-efficacy of 
professional nurses in clinical performance on NIMART programme 
 
1.3.2. Research Questions 
 
The following research questions were framed: 
 Would professional nurses have the self-efficacy to clinically evaluate the 
NIMART programme? 
 Would professional nurses have the self-efficacy to clinically plan for NIMART 
programme? 
 Would professional nurses have the self-efficacy to clinically assess the NIMART 
programme? 
 Would professional nurses have the self-efficacy to clinically implement the 
NIMART programme? 
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 Would there be any relationship between demographic variables and self-efficacy 
of professional nurses in clinical performance in relation to the NIMART 
programme? 
 
1.2. Problem Statement 
 
According to Searle (2002:250), nursing is a risk-laden profession which should be 
practised only by person who has the insight, competency, confidence, knowledge, skill 
and integrity to act responsibly to ensure the safety of the patient entrusted in their 
hands. To complement this statement by Searle, professional nurses were trained on 
NIMART programme, to meet the great demand of skilled personnel to initiate and 
mange HIV/AIDS infected clients, but the evaluation of self-efficacy in clinical 
performance in implementation of NIMART programme by professional nurses is 
uncertain at Buffalo City Metropolitan, Eastern Cape Province. 
 
Developing self-efficacy in clinical performance of professional nurses in the 
implementation of NIMART programme can improve health practise and strengthen the 
health care system. Guidelines tailored to nurses can also be updated for continuity and 
sustainability of this new programme; develop strategies to sustain the new lifesaving 
intervention programme, examine what works and what does not work. 
 
According to National Evaluation Programme Framework (2011: VI), large or strategic 
programmes or those of significant public concern, like NIMART must be evaluated at 
least every five years. It also states that, evaluation can be undertaken to improve 
performance (evaluation for learning); accountability; knowledge generation (for 
research) and improving decision-making. Therefore, evaluating self-efficacy in clinical 
performance during implementation of NIMART programme will generate knowledge, 
enhance self-efficacy, improve health practise and strengthen health care. The level of 
professional nurses’ competence directly affects the quality of care provided to patients 
(Takase, 2013: 1400).  
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Since NIMART programme was introduced in April 2010 in Eastern Cape Province, 
there are limited studies on evaluation of self-efficacy in clinical performance of 
professional nurses during implementation of NIMART programme in Buffalo City 
Metropolitan, Eastern Cape Province. As a result, little is known about self-efficacy in 
clinical performance, competency and efficiency of NIMART programme trained 
professional nurses. Specifically, whether the NIMART trained professional nurses have 
the self-efficacy and competence to perform clinical aspects of HIV/AIDS patients is only 
speculative, as no study has been undertaken to ascertain this postulation among the 
nurses in Buffalo City Metropolitan, Eastern Cape Province. Given that quality of care, 
self-efficacy in clinical performance are areas of concern globally, it is imperative to 
conduct a study to examine the self-efficacy, competency and efficiency in clinical 
performance of NIMART programme professional trained nurses. Clinical performance 
is a cornerstone in the current efforts to improve quality health care and is a major 
concern. In this regard, self-efficacy in clinical performance needs to be evaluated so 
that the policy makers will have scientific sound ideas of what works and what is not 
working. This way, they will establish how best to intervene for better health care 
outcomes related to self-efficacy in clinical performance of NIMART programme. 
1.4. Significance of the study  
 
The findings of this study will contribute to the body of knowledge concerning self-
efficacy and clinical performance of professional nurses concerning the evaluation, 
planning, assessment and implementation of NIMART programme in the Eastern Cape 
Province. Such information would be important to understand the challenges associated 
with the NIMART programme in the setting; and strategies or intervention could be 
developed to enhance self-efficacy in clinical performance of NIMART for better health 
care outcomes. The findings of the study will inform policy makers in updating 
guidelines tailored to NIMART trained professional nurses for sustainability and 
continuity of quality of care for the clients. 
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1.5. Scope and Delimitations of the study 
 
The study was delimited to self-efficacy and clinical performance of NIMART trained 
professional’s nurses in Buffalo City Metropolitan, Eastern Cape Province. Dependant 
variables of the study were evaluation, assessment, diagnosis, implementation and 
performance which are the behaviour of the professional nurses during clinical 
performance of NIMART.  
 
1.6. Theoretical framework 
The study was guided by the theory of self-efficacy. The theory of self-efficacy was 
developed by Bandura as part of a lager theory (Social Learning Theory), which 
progressed to Social Cognitive Theory (Levin, Culkin & Perrotto, 2001:110). Bandura 
(2005:1; Bandura, 1995:1) states that Social Cognitive Theory takes on an agent-like 
perspective to change, development and adaptation. According to Wood and Bandura 
(1977:191; Wood & Bandura,1989:361; Smith, 2006: 280), human functioning is the 
results of the interaction among cognitive, behaviour, personal and environmental 
factors. The Social Cognitive Theory is composed of four processes of goal realization; 
self-observation, self-evaluation, self-reaction and self-efficacy. These components are 
interrelated, each having an effect on motivation and goal attainment (Redmond, 
2010:3; Murray, 2010:63). Employee performance (behaviour factor) is influenced by 
how the workers themselves are affected (cognitive factor) by organizational strategies 
(environmental factor).  
The figure 1.1. below indicates self-efficacy frame work. 
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Self-efficacy is important in different settings, educational and performance settings. 
Self-efficacy refers to student’s belief to capably perform a given academic task at a 
designated level (Meece & Eccles, 2005:27). Students who believe they can succeed 
academically tend to show greater interest in academic work. Self-efficacy theory has 
also been applied to nursing practise and it also influence career progress (Cheraghi, 
2009: 215; Scotland, 2012: 1315). Competency is believed to be linked to self-efficacy. 
Individuals who know and have the skill to do a task will perform well as compared to an 
individual with low self-efficacy (Bandura 1977:191; Bandura, 1986:92).  
 
In this study, self-efficacy in clinical performance will be determined by the ability of the 
professional nurses to successfully evaluate, plan, assess and implement NIMART 
programme. Self-efficacy is influenced by knowledge and skill. If the professional nurses 
are knowledgeable, skilled and efficient, it is expected that they will exhibit high level of 
self-efficacy.  
 
1.7. Definition of Key terms 
 
Task shifting - A process whereby specific tasks are moved to appropriate to health 
workers with shorter training and few qualifications (WHO, 2008:8). In this study, task-
shifting will mean shifting of ART initiation from doctors to professional nurses.1 
Evaluation - The systematic collection and objective analysis of evidence on public 
policies, programmes, projects, functions and organisations to assess issues such as 
relevance, performance (effectiveness and efficiency), value for money, impact and 
sustainability and recommend ways forward (National Evaluation Policy Framework, 
2011: iii). In this study, evaluation refers to the collection of information on activities 
performed by practitioner during implementation of NIMART programme in Buffalo City 
District, Eastern Cape Province.  
Planning - Act or process of making or carrying out plans, specifically, establishment of 
goals. In this study, planning refers to formulating overall goals of client care plan.  
Assessment - use of empirical data on student learning to refine programme and 
improve learning or practise (Terenzini, 1989:644). In this study, assessment refers to 
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collection of data by professional nurses related to client health condition, to determine 
what the client wants. 
Implementation - can be characterised as a deliberately initiated process in which 
agents intend to bring into operation new or modified practices that are institutionally 
sanctioned, and are performed by themselves and other agents (May, 2013:2). in this 
study, implementation refers to the ability of health care practitioners to initiate and 
manage ART clients in Buffalo City Metropolitan, Eastern Cape Province. 
Practitioner - any person registered in ‘terms of section 31(1) of Nursing Act No 33, 
2005. In this study, a practitioner refers to a nurse who regularly does an activity that 
requires a skill or practise that is initiating and managing clients on ART in Buffalo City 
Metropolitan, Eastern Cape Province. 
NIMART - it is an intervention; its primary goal is to empower Primary Health Care 
professional nurses who are in first line consultation with HIV infected and affected 
clients.  
Primary Health Care - Primary health care refers to the ideology that the first level of 
contact (the primary level) is the impetus behind the delivery of health care (Gaye & 
nelson 2009). In this study, PHC will be referring to clinics/facilities which cater for 
clients for initiation and management on ART. 
Self-efficacy - people's judgements about their capability to perform particular tasks. 
Task-related self-efficacy increases the effort and persistence towards challenging 
tasks; therefore, increasing the likelihood that they will be completed (Barling & Beattie, 
1983: 41; Axtell & Parker, 2003:113). 
Competency- Competency is defined as “the knowledge, skills, ability and behaviours 
that a person possesses in order to perform tasks correctly and skilfully” (O'Shea, 2002: 
27). 
1.11. Chapter Outline 
 
Chapter1: This covers the background to the study, problem statement, aim, objectives, 
and research questions, significance of the study, theoretical framework and the 
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definitions of key operational terms. The chapter also describes the division of the 
study. 
Chapter 2: This chapter concerns the literature review. In this chapter, the the concept 
of self-efficacy, and clinical performance are described. Also, the underlying factors 
influencing self-efficacy in terms of evaluation, planning, assessment and 
implementation of NIMART by professional nurses is presented. Finally, the factors 
affecting self-efficacy in a clinical setting are described.  
Chapter 3: Describes the research methodology that is used in this study. Aspects such 
as the design used for the execution of the study, the settings, population, sampling and 
sample size, the research instruments, the validity and reliability of the instruments and 
ethical considerations are discussed. This is followed by a description of the methods 
for gathering data. Finally, the data analysis is described. 
Chapter 4: Presents the results of the study and discussion. 
Chapter 5: A summary of the pertinent findings, together with the limitations and 
strengths of the study, are presented. This is followed by the conclusions and 
recommendations. 
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CHAPTER TWO:  LITERATURE REVIEW 
2.1 Introduction 
 
This chapter presents an overview of the current literature pertaining to the concept of 
self-efficacy, performance, evaluation, implementation, assessment, diagnosis, 
competency and quality of care. Literature was searched using online resources, 
Search engines used included Google. Data base searched included Cochrane Library, 
EBSCO, Elsevier, Google Scholar, JSTOR, Medline, PubMed, Science Direct and 
Online Library.  
2.2 Concept of Self-Efficacy 
Self-efficacy is defined by several authors as a function of self-beliefs with which 
individuals can accomplish a task (Bandura & Cervone, 1986:92; Bandura, 1989:1176; 
Kennedy, 2013:126). Self-regulatory abilities are of central importance for attaining 
personal goals and in practise self-efficacy is important for attaining outcome (Newark, 
2014:5). Self-efficacy plays a major role in the behaviour of a human being by how 
he/she approaches a goal, task or a challenge so that a desired level of performance is 
produced (Cherian et al., 2013: 80). Studies have shown that self-efficacy is very crucial 
for quality care in clinical performance. Self-efficacy affects people’s behaviour 
positively or negatively (Mpondo et al., 2015:1; Hutchison et al., 2006:39). If self-efficacy 
is affected positively, there will be good quality of care for patients, while on the other 
hand, negative self-efficacy results to poor quality of care for the patients (Mensah & 
Lebbaeus, 2013:203).  
To optimize sustainability and quality of care, self-efficacy should be prioritised in 
clinical performance of professional nurses who are the first line contact persons with 
the clients by equipping them with knowledge and skills relevant to their practise 
(Lunenburg. 2011:4; Hutchison et al., 2006:39; Lopez & Snyder, 2007:91; Lunenburg, 
2011:1; Workneha et al., 3). Self-efficacy is also associated with willingness to work in a 
setting and show interest so as to attain the desired goals (Soudagar et al., 2013:226). 
The influence of a well-prepared nurse, who willingly embraces a challenge, is likely to 
have high self-efficacy. 
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When professional nurses have self-efficacy, they will generate thoughts, feelings and 
willingness to work in a specialised unit like NIMART so that the desired goals are 
achievable (Reeve, 2009:166; Savolainen et al., 2012:55). Self-belief and performance 
especially when endorsed early in implementation of the new intervention will motivate 
one’s belief to perform a given skill adequately, and confidently in order to improve 
practise (Caprara et al. 2006: 480). 
 
2.3 Sources of Self-Efficacy 
 
Four sources of self-efficacy have been identified as explained below.  
i. Mastery experience: Mastery experience is the most influential source of self-
efficacy because it provides the most authentic evidence of whether one can master 
a skill and what it takes to succeed or reach a goal (Novak et al., 2013:890; Shane 
et al., 2004:8). Professional nurses also build themselves in mastering a skill using 
evidence based tools and practise. The level to which people change their self-
efficacy through performance practices depends on; preconception of capability; 
perceived task difficulty; effort; amount of external aid; circumstances under which 
they perform; temporal pattern of successes and failures; way the experiences are 
cognized and reconstructed in memory (Judge, 2009:307). Self-regulatory abilities 
are a central importance in attaining desired goals and the educators agree with the 
fact that self-endorsed, challenge seeking and self-endorsed learning is an ideal 
model for education and the student can have self-efficacy (Reeve, 2009:166). 
Difficult challenges will provide professional nurses with opportunity to learn and 
overcome the challenge. 
ii. Vicarious experience: Novak et al. (2013:891) and Bandura (2012:21) states that 
vicarious experience is gained through modelling achievements of other people, thus 
gaining self-efficacy in performing a task. As initiation and management of ART was 
first done by doctors, professional nurses learnt the skill by mentoring and modelling 
of doctors. Clinical modelling of a skill is a method used to elevate ones’ self-efficacy 
and at the same time, be a role model to the novice nurses to enhance their self-
efficacy in implementation of NIMART (Bandura, 1977:199; Bandura, 2005:1; 
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Redmond, 2010:3; Lourens, 2014:8). Modelling with guidance, professional nurses 
will have positive outcome of dealing with difficult challenges during implementation 
of NIMART programme.  
iii. Verbal persuasion: Precursory efficacy information is often conveyed in the 
evaluative feedback and social support (Rossi et al., 2004:  Loeb, 2016:26). 
Evaluative feedback highlighting personal capabilities and achievements elevate 
self-efficacy beliefs; feedback from colleagues. Staff can improve self-efficacy; ability 
feedback in the early stages of learning a skill has a notable impact on self-efficacy 
(Malik, 2013:3; Bandura, 2012:21; Luthans, 2003:2). Constructive feedback is 
important on maintaining self-efficacy as it may help to overcome self-doubt. 
iv. Physiological arousal: This is a stressful and taxing situation which elicits 
emotional arousal (Bandura, 2012:21). The impact of the HIV epidemic on the health 
workforce include attrition due to illness, death, absenteeism, low morale, fatigue, 
fear of failure, increased demand for provider time and skills, alters one’s physical 
state (Tawfik & Kinoti, 2003:110). Altered physical status and emotional tendencies 
will alter self-efficacy (Bandura, 1977:199) while positive self-belief can alter these 
feelings because individuals have a power of thinking. NIMART programme is a 
higher goal for professional nurses and with self-efficacy can lead them to reach the 
goal of initiating the patients on NIMART, they desire.  
2.4 Factors Affecting Self-Efficacy in Clinical Performance of 
Professional Nurses 
 
Performance and utilisation: Self-efficacy is an important personal resource in work 
performance and task orientated aspect (Loeb, 2016:27). Monitoring of self-
performance will enhance commitment and productivity of professional nurses which 
are required for quality care of clients (Ehlers, 2006:657). A lifetime management of 
chronic illnesses, such as HIV/AIDS, requires continued quality clinical performance and 
rapid intervention to reduce disease-related complications (Makunyane, 2012:6; 
Mametja et al., 2013:51; Loeb, 2016). The authors point out that low resourced work-
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place will negatively affect the nurse’s self-efficacy in clinical performance and result in 
poor quality management of clients.   
Knowledge and skill: Professional nurses are regarded as knowledge workers, taking 
information from many sources and combining it in meaningful ways (Qtait & Sayej: 89). 
Knowledge and skill are essential for professional nurses to improve quality of care in 
practise. If professional nurses are well skilled they will be able to identify gaps in 
knowledge and skill and bridge the gap by doing in-service training in clinical situation.  
Staffing and workload: Increase in work-load, and shortage of staff affect quality of 
care and increases absenteeism, burnout, low morale and emotional exhaustion hence 
resulting to low self-efficacy (Maslach & Jackson, 1981:101; Lopez, 2006:134; Letvak & 
Buck, 2008:163).  
Staff development: Stajkovic and Luthans(1988:242) confirms that staff development 
programmes are designed to ensure that staff knowledge and skill are developed, 
strengthened and kept up to standards, in ensuring quality of care. If staff development 
is neglected by the organisation, self-efficacy will be negatively affected and quality of 
care compromised. Therefore, there should be frequent research on clinical 
performance of professional nurses especially on self-efficacy. Mentoring could provide 
professional nurses with development, self-efficacy and support for individual 
practitioners in clinical practice to improve quality of care (Moore, 2011:19). 
Workspace and environment: Duffield and O’Brien-Pallas (2003:186) affirms that if 
workplace and environment are not conducive for both client and professional nurse, it 
will negatively affect quality of care. For example, if there is no confidentiality during 
client care (Stajkovic & Luthans,1988:242). If there is no adequate space and 
equipment for client management for professional nurses, their self-efficacy and quality 
of care will be compromised (Kennedy, 2005:381). 
Commitment and satisfaction: If nurses are committed and satisfied in their work they 
usually feel good that there are future advantages in working as nurses in their 
organisation and will have high self-efficacy in Clinical performance (Mackenzie & 
Peragine, 2003:291). Feeling of satisfaction and commitment can protect the 
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professional nurses from low self-efficacy (Hochwalder, 2007:206). Self-efficacy will 
also be positively affected if the professional nurses have knowledge about 
communication with clients and their families (Mackenzie & Peragine, 2003:291).  
Evaluation: Immediately after implementation of intervention one has to evaluate the 
outcome of the process to ensure adaptation. In evaluation, the focus is on the 
implementers or change agent, to examine the impact of the information (Hulscher et 
al., 2003:42). The professional nurses in the present study are the implementers of this 
new intervention, (NIMART programme). Understanding of what works and does not 
work is important to formulate strategies to enhance self-efficacy and improve practise 
for quality of care. Important information can be generated by evaluation process, to 
add to the knowledge base of quality improvement in health care, so that there can be 
improvement in quality of care (Harvey & Wensing, 2003:212).  
 
Studies suggests that, there is much of the connection among the aspect of self-efficacy 
measures, and these measures are interlinked (Judge & Bono, 2001:167; Judge, Erez, 
Bono & Thoresen 2002:695). Evaluation of self-functioning is broader and better than 
judgment of only one’s self. Understanding the self-efficacy of professional nurses in 
evaluation of NIAMRT programme will help to improve health practises. Evaluation is 
also important so that gaps in implementation process can be identified, old practises 
can be replaced by new innovations in health practises and quality of care improved 
(Nordmark et al., 2016:48). 
 
Assessment: Assessment is a process used to collect information that forms an 
individualized database about a patient. The assessment data is collected 
systematically from multiple sources using a variety of techniques. Self-assessment 
tools are used for the nurses to assess her/his related level of competency and respond 
accordingly so that gaps can be identified and quality improvement plan can be 
formulated (Maribu, 2000:18). A number of factors may impact competency in patient 
assessment such as skill deficit and anxiety (Parle, Maguire & Heaven, 1997:231). 
Deficit in assessment skill will lead to misdiagnosis and malpractices which may lead to 
several litigations of the Department of Health (The Lewin Group, 2009:16; Thulth et al., 
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2015:101; Mayeng & Wolvaart, 2015:3). Therefore, regular review of patient 
assessment can enhance self-efficacy and strengthen safe and competent nursing 
practice.  
 
Professional nurses take active role to initiate and manage HIV infected individuals; 
however, there is limited research to prove whether they are equipped to manage the 
clients. Practical skill like assessment of patient depends on the knowledge and 
judgement used in arriving at the decision, and if the professional nurses are not well 
equipped with assessment, poor judgement of the client’s needs and misdiagnosis of 
the patient will predominate (Awases et al., 2013:213). 
 
Clinical performance/implementation: Benner (1984:13) explains that there are five 
stages of clinical competence. These are; 
 novice, 
 advance beginner,  
 competent, 
 proficient and;  
 expert.  
Benner, further points out that the novice or beginner has no experience in the 
situations in which they are expected to perform. Advance beginner demonstrates 
marginal performance because the nurse has had previous experience in actual 
situations and requires verbal cues. In the next level, competence is demonstrated by 
the nurse who has been in the same situation or job for two/three years and care is 
completed without supporting cues. Progressively, proficient nurse understands a 
situation as a whole because they perceive its meaning in term of long goals; while 
expert nurse operates from a deep understanding of the total situation as high skilled 
analytic (Benner, 2011:1). Inadequate knowledge, skills and inappropriate attitudes can 
all form obstacles to good health care. Advances in insights into treatment and 
diagnosis, as well as changes in roles and responsibilities, require continuous 
professional development among health workers (WHO, 2006:5). In fact, a lifelong 
learning process must be developed at the start of a professional career in the health 
sector. Managers must be able to assess the quality and productivity of their staff; they 
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must be able to supervise and motivate their staff, ensure appropriate tools and 
resources are available and identify performance gaps and address them 
(Kolehmainen-Aitken, 2004: 3). 
 
Planning: When a change or new intervention is to be implemented, the targeted group 
should be committed to do so. Without commitment from the target group, there will be 
no success in implementation of the intervention (Grol & Grimshaw, 2003:1125). 
Therefore, sequential approach should be followed by planning team to monitor 
progress and determine whether the intended changes have been achieved. 
Inadequate planning can lead to failure in implementation of an intervention which 
affects self-efficacy negatively (Botti & Reeve, 2003:41). To improve management of 
HIV/AIDS, different processes of self-efficacy should be applied. These processes 
should be monitored, evaluated and provide feed-back to the implementers to improve 
quality of care. 
 
2.5 Global and National Burden of HIV/AIDS 
 
Globally, approximately 36.7 million of people are living with HIV/AIDS and 2.1 million 
people were newly infected. Sub-Saharan Africa has 25.6 million, which indicates the 
seriousness of the HIV and AIDS epidemic is in this region (WHO, 2015:3). Examining 
the impact of HIV/AIDS, the results revealed that health system is threatened in two 
ways: first, due to increased demands for services and second due to “the impacts of 
the epidemic on the health workforce include attrition due to illness, death, 
absenteeism, low morale, increased demand for provider time and skills” (Piot et al., 
2001:968; Tawfik & Kinoti, 2003:110; Saunders, 2012: 12). 
Professional nurses are the largest group globally, in health system, which can help to 
turn the tide of HIV epidemic around (Serenata, 2013:2; Granich et al., 2015:1990). 
Professional nurses need to be self-efficient, skilled and knowledgeable to efficiently 
initiate and manage clients who are affected and infected by HIV (Bandura, 1989:1175; 
Luszczynska & Schwarzer, 2010:93; Selwyn, 1996: 392). The revised 2013 WHO 
treatment guidelines called for initiation of ART in adults and adolescents at CD4 cell 
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count threshold of <500 cells; recommends children, pregnant women and those clients 
with TB co-infected to be initiated on ART irrespective of CD4 cell count (Bekker et al., 
2014: 110). Table 2.1 indicates the prevalence of HIV in the South Africa context, 
highlighting all the nine provinces. 
 
Table 2.1: The prevalence of HIV in South Africa in 2015. 
 
Province  
Estimated Annual 
HIV Incidence Rate  
Estimated People 
living with HIV/AIDS 
Percentage of Total 
New Infections  
 
KwaZulu-Natal  
 
2.3%  
 
1 745 490 
 
18.4%  
Gauteng  2.1%  1 449 899 16.0%  
Eastern Cape  2.1%  805 879 11.3%  
Limpopo  1.9%  600 713 11.0%  
North West  2.1%  582 089 15.1%  
Mpumalanga  2.3%  518 156 16.5%  
Free State  2.3%  487 772 16.7%  
Western Cape  0.7%  192 946 4.2%  
Northern Cape  1.3%  78 426 15.1%  
 
Globally, HIV related deaths in 2010 was 1.5 million and in 2015 was also 1.3 million 
(UNAIDS: 2015: 20). Sub-Saharan Africa HIV related death rate for adults and children 
in 2010 was 1.4 million and in 2015 was 1.3 million. This indicates that HIV/AIDS is the 
burden that needs to be attended to and periodical research to be done so that 
innovations like NIMART programme can be initiated, implemented and sustained for a 
better life of South Africans.   
 
Shortage of nurses is one of the general challenges faced by the nursing profession. 
Globally, nurses are the largest group, in health system, which can turn the tide of HIV 
epidemic around. They need to be skilled and knowledgeable to efficiently initiate and 
manage clients who are affected and infected by HIV. HIV has affected most of the 
global countries and measures have to be taken to turn the tide by initiating those HIV 
infected on ART and prevention strategies to be strengthened (Clinton, 2003: 1800). 
 
2.5.1 Demand of skilled professional nurses 
 
A severe health-care worker shortage, including professional nurses, in sub-Saharan 
Africa has hindered the expansion of HIV management and treatment (Twigg et al., 
2010:312; Duffield & O’Brien-Pallas, 2003:186). Expansion of HIV management 
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demand more personnel to manage HIV related programme (Mbada, 2013, 70). As a 
result of the critical shortages of physicians, many primary health care facilities in sub-
Saharan Africa are led by professional nurses and provide equivalent management of 
ART as physicians do (Emdin et al., 2013:2; Colvin et al., 2010:211; Caprara et al., 
2006:474). Therefore, task shifting, which is the transfer of antiretroviral therapy (ART) 
management and initiation from doctors to nurses and other non-physician clinicians, 
has been proposed to address this problem of staff shortage (WHO, 2008:2; Chisholm 
et al., 2011:4;). Self-efficacy in clinical performance of professional nurses is central to 
quality of care especially in primary health care services. Collaboration of all 
stakeholders is needed to turn the tide of HIV/AIDS including professional nurses who 
are skilled and competent for quality care of the clients (Searle, 2002:250; Serenata, 
2013:2; Granich et al., 2015:1990), because it is risk laden profession. Therefore, 
performance of the nurses needs to be evaluated to support this argument by Searle.  
 
Currently, the global shortage of health workers stands at 7.2 million, and it is estimated 
that this figure will reach 12.9 million by the year 2035 (WHO, 2013:3). WHO warns that, 
if these gaps are not rectified now, the world will have serious implications for health of 
billions of people worldwide. Several keys have been identified for the global shortage 
of health workers. These include staff shortage, retirement, leaving for better work 
places, non-replacement and non-attraction of enough young people entering the health 
profession or adequately trained (Makhado, 2015:1; Duffield & O’Brien-Pallas, 
2003:186). Other causes are increased in demand of health services due to growing 
world population with risk of communicable diseases such as HIV (Callaghan, 2010:1; 
Scribante & Bhagwanjee, 2007:1315). Shortage of staff can cause altered management 
practises which can lead to litigations by patients (Thulth et al., 2015: 101; Mayeng & 
Wolvaart, 2015: 3; Awases et al., 2013:213). 
There is a risk that professional nurses will be left to shoulder the ongoing burden of 
rapid expansion of Anti-Retroviral Therapy (ART) without adequate training or support 
and within a health system that is already under considerable strain (Colvin et al., 
2010:210; Dieleman & Harnmeijer, 2006:22). To ensure if nurses are adequately trained 
and have adequate self-efficacy in clinical performance, research is needed to 
21 
 
understand their clinical challenges in order to formulate an intervention strategy to 
improve the practise.  
2.5.2 Measures to mitigate HIV 
 
Several measures have been taken to mitigate the spread of HIV infection in South 
Africa. These measures will be described below: 
 Prevention strategies 
Discrimination and social marginalisation continue to be experienced daily by people 
most affected by HIV. These social exclusions further contribute to their reluctance to 
test for HIV. To address this issue, an aggressive national campaign was launched in 
South Africa in April, 2010, to encourage 15 million sexually active individuals to be 
tested for HIV. HIV/AIDS counselling and Testing (HCT) programme was launched by 
the state President in December 2009, on World AIDS day, with the mantra that all 
South Africans have to know their status (Smit et al., 2011:12).  
 
However, in order for the South Africans’ to know their status they are to be tested in 
the PHC facilities by the nurses who are already affected by HIV/AIDS pandemic. HCT 
is the primary goal to a comprehensive continuum of care. Once an individual has been 
tested for HIV, prevention can be reinforced and appropriate treatment, care and 
support services can be rendered to the infected and affected client. Multiple strategies 
were applied to close the HIV testing, counselling and treatment gap in sub-Saharan 
Africa. These include the full implementation of HIV testing, counselling and treatment in 
diverse settings (UNAIDS, 2013:5). 
 
 Task shifting 
Global scale up of Anti-Retroviral Therapy has focused on clinical outcome with little 
attention on its impact on existing Health system including shortage of nurses and self-
efficacy in clinical performance (Amanyire et al., 2010:718).  
Human resource shortage is a major concern in Sub-Sharan African countries. With that 
challenge at hand, task-shifting was recognised as the mainstay of HIV care (Hayes et 
al., 2011:432). Task-shifting was also viewed as the sense of urgency that is needed to 
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respond to the HIV epidemic and to the crippling health workforce shortages that exist in 
many countries (Penn-Kekana et al., 2005:5; WHO, 2008:6). In Malawi for instance, the 
shortage of health workers was so extreme that there was only one doctor for every 
100,000 people, as compared to SA where there were 69 doctors for every 100, 000 
people (Cameron et al., 2012: 99; Georgeu et al., 2012:66). With this challenge, task of 
managing ART was shifted from doctors to professional nurses. Although the idea of 
task shifting is not new, it acquires new relevance in the context of current healthcare 
delivery (Crowley & Mayers, 2015:807). It is therefore crucial to do studies in different 
context and environment to ensure competency of nurses to implement this programme 
for quality care.  
 
Professional nurses were trained on NIMART programme. Initial training for NIMART 
programme was done in Eastern Cape Province in April 2010 by two institutions; 
Foundation for Professional Development (FPD) and Regional Training Centre (RTC) to 
equip the professional nurses in their expanded role (Brayn & Legodi, 2010:2; Stein, 
2008:240). Increased responsibilities associated with NIMART programme should be 
made to replicate the positive aspects of NIMART implementation identified by 
participants as this may improve healthcare providers’ experiences of task-shifting 
(Cohen, 2007: 2). Orner et al. (2011: 4) states that task-shifting related to ART initiation 
and continued provision is occurring (implementation phase), and how the arrival of 
ART has affected health care workers’ motivation to work in HIV care. Task-shifting was 
introduced to increase the number of professional nurses who are skilled to assess, 
plan, diagnose, prescribe medication, monitor and manage clients with HIV/ AIDS 
(Mdenge et al., 2013:223). 
 
Since 2003, access to ART in South Africa (SA) has increased dramatically, leading to a 
decline of at least 25% in HIV-related adult mortality (UNAIDS, 2013:3). SA now has the 
world’s largest (1.8 million person) on ART programme. To achieve the vision 2013 for 
zero new HIV infections, zero discrimination and zero AIDS related deaths required that 
everyone to be involved especially professional nurse, who are in fore front in patient 
management (WHO, 2010: 22). NIMART offers high-quality, cost-effective care to be 
more efficient than a physician-centred model (Nyasulu & Chimbindi, 2013: 233). This 
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‘task shifting’ intervention, has already begun, but continued success will depend on 
adequate and sustainable training, support and self-efficacy on this new role, the 
integration of such staff into healthcare teams, and compliance with regulatory bodies 
(Stender, 2011:4) From May 2004 until August 2008, 2 540 members of staff, including 
251 doctors and 1 130 professional nurses, had completed the 2-week ARV training 
course. At least 1 professional nurse from every PHC clinic in the province had been 
trained. By August 2008, staff in 139 of the approximately 240 PHC clinics, had been 
trained in managing patients using the PALSA PLUS guidelines (Mayosi, 2012:2030). In 
2011, 1.79 million people were on ART, with women having a higher ratio of 1.96 than 
men (Bekker et al., 2014:110). This was a positive sign of ART implementation by 
NIMART trained professional nurses, indicating a positive trend of task-shifting. 
 
 Treatment 2015  
Treatment 2015 is also a strategy recommended to mitigate HIV and calls for HIV 
testing and counselling to be re-thought, including replacing passive approaches with 
more proactive strategies and expanding the understanding of HIV treatment with a 
particular focus on early initiation using NIMART programme approach (UNAIDS, 
2015:10). Treatment 2015 was priority action that countries were to actively encourage 
innovations such as nurse provided care to reduce gaps across treatment continuum 
(UNAIDS,2013:10). Mandatory HIV testing among pregnant women was initiated. 
Demanding, Investing and delivering of antiretroviral therapy programmes and efficiently 
deliver these services which are implemented by professional nurses can improve 
people’s health. Treatment 2015 calls for the system to be adapted to the need and 
circumstances of the people who live and use them. NIMART programme was 
introduced to close this gap and equip nurses with another skill of initiating and manage 
client on ART. Therefore, the mitigation of HIV/AIDS requires skilled and competent 
professional nurses who can initiate and manage HIV infected people efficiently and on 
acceptable level of performance for a long and healthy life for all South Africans.  
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 Universal test and treat 
Universal test and treat is another strategy to mitigate HIV. It is a global initiative to 
accelerate universal access to HIV prevention, treatment, care and support services 
(UNAIDS, 2015:5). South Africa has also adopted the strategy of 90-90-90, to ensure 
that 90% of people living with HIV are diagnosed, 90% of those HIV positive receive 
ART and those on ART to be virally suppressed by 2020 (NDOH, 2015:14). This 
strategy is supported in China by mandatory testing and treating all those in labour 
camps so that they can be initiated on ART in order to prevent HIV spread (Yap et al., 
2015:405). To accomplish all the aims and goals of National Department of Health, the 
professional nurses who are the implementers of these strategies should be adequately 
equipped to efficiently implement the programme.  
 
 Quality of Care 
Undoubtedly, patients would like to be treated well, to know that their nurse is 
competent and knowledgeable, to have high quality care every time and to have nurses 
who have a caring attitude and make them feel safe and comfortable in their care 
(Henderson, 2007: 146; Peery, 2010:53). Professional nurses are seen as whole 
organizations, teams, or individual health workers, who are in the forefront of client care. 
Professional nurses will ideally be committed to the broad aims of quality policy for the 
Department of Health, but their main concern is to ensure that the services they provide 
are of the highest possible standard and meet the needs of individual service users, 
their families, and communities (WHO, 2006: 10). Quality measurement in health care is 
the process of using data to evaluate the performance of health plans and health care 
providers against recognized quality standards (Faimliesusa, 2014:3), as well as the 
process for making strategic choices in health systems. Quality measures can take 
many forms, and these measures evaluate care across the full range of health care 
settings, from doctors’ offices to imaging facilities to entire hospital systems. These 
measures generally fall into four broad categories: 1) structure, 2) process, 3) outcome, 
and 4) patient experience. Process measures like self-efficacy, and are useful in that 
they give providers clear, actionable feedback and a straightforward way to improve 
performance. However, overreliance on process measures to track performance can be 
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problematic, because it quantifies rather than to get rich information from the 
practitioners. Process measures are important because they provide data which is 
useful in measuring the effect of the intervention in larger scale.  
 
Donabedian (1988:1743), emphasise that quality of care for the client care has two 
elements in performance of practitioners; one, technical and two interpersonal. The 
author further emphasise that technical aspect depends on the knowledge and 
judgement used in arriving at the decision as in self-efficacy in patient care. 
Interpersonal element entails the communication with the client to reach the desired 
outcome which is applied in implementation of NIMART programme. For quality of care 
both of these elements are important. This is because, if professional nurses are poorly 
skilled and no proper communication with the patients, there will be poor quality of care. 
Given that there are concerns about quality of care at public sector facilities (Mayeng & 
Wolvaart, 2015:3) which include inadequate diagnosis and treatment of patients, poor 
delivery of services and avoidable errors leading to litigation of the Department of 
Health therefore, this study is relevant. 
 
Therefore, improvement in quality of care in the PHC’s is centre of the health sector's 
reform endeavours so that self-efficacy of professional nurses can be enhanced. 
Knowledge based practise is consistently applying knowledge, skills and judgment in 
nursing practices and has the following standards of care (Standards of practise for 
registered nurses, 2012: 8): 
 Bases practice on current evidence from nursing science and other sciences and 
humanities.  
 Uses critical thinking when collecting and interpreting data, planning, 
implementing and evaluating nursing care.  
 Collects information on client status from a variety of sources using assessment 
skills, including observation, communication, physical assessment and a review 
of pertinent clinical data.  
 Identifies analyses and uses relevant and valid information when making 
decisions about client status.  
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 Communicates client status, using verifiable information, in terminology used in 
the practice setting.  
 Develops and communicates plans of care that include assessment data, 
decisions about client status, planned interventions and measurement of client 
outcomes.  
 Sets client-centred priorities when planning and providing care.  
 Uses decision support tools appropriately to assess and make decisions about 
client status and plan care.  
 Implements the plan of care, evaluates client’s response and revises the plan as 
necessary.  
 Documents timely and appropriate reports of assessments, decisions about 
client status, plans, interventions and client outcomes.  
These standards of care are the pillars in quality care and to increase life expectancy for 
South Africans, because there is no place in science for opinion or consensus only 
evidence is used (Strauss & Thomas, 2009:193). The goals of any health system 
(Standards for registered nurses, 2012:18) will normally be set through a political 
process, and may be wide-ranging. They might fall within the following broad 
categories. 
These standards of practise are the pillars in quality of care for the clients and for 
desirable outcome. Therefore, scientific evidence based on research is needed to guide 
policy makers and to sustain interventions like NIMART programme. This research will 
inquire from professional nurses about their self-efficacy in clinical performance so that 
gaps can be identified in professional nurses’ practise hence establish ways to improve 
them. 
 
2.5.3 Adherence in ART 
 
Chesney (2004:169) defines adherence as attachment or commitment to cause and is a 
dynamic phenomenon broadly affected by patients, medication, provider and system 
factors. Several factors affect adherence on ART (van Damme, 2006:653; van Damme, 
2011:12). There is no room for contentment; however, Evans (2013:229) states that 
27 
 
there remain significant obstacles both to access to ART for those who need it and to 
sustaining those already on treatment. A number of factors have been associated with 
adherence to ART and are commonly divided into five intersecting categories (Reiter et 
al., 2003). These categories are: patient variables, treatment regimens, disease 
characteristics, patient‐provider relationship, and clinical setting.  
 
Adherence on ART has been investigated by researchers and it is still an issue for the 
patients (Suleiman & Momo, 2016:631). The complexity of the regimen and side‐effects 
caused by ART are clearly associated with sub‐optimal adherence and care of the 
patients by health care providers (Kumarasamy et al., 2005: 527). Knowledge skill, self-
efficacy in implementation of NIMART affects performance of professional nurses in 
clinical practise. If professional nurses lack these aspects, the relationship of the nurses 
with the patients will be affected. Appointments, perceived confidentiality and 
satisfaction with past experience with the health care system will affect adherence. 
Chesney (2004:169) found that dissatisfaction with the health services is a predictor of 
non‐adherence.  
 
The literature is fraught with paucity of information on whether professional nurses are 
competent in managing clients on ART and clinical performance in NIMART 
programme. The political and science battles appear largely to have been fought, the 
harder job of ensuring a delivery that secures effective HIV prevention and care now 
looms as possibly the greater challenge (Mayosi et al., 2012:202; Cameron et al., 
2012:98; Orner et al., 2011:54). According to Oakley et al. (1998:177), evaluation 
studies are important because they help quantify number of people initiated and 
managed on ART, identify gaps in implementation process and formulate quality 
improvements plans.  
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CHAPTER THREE: RESEARCH METHODOLOGY 
 
3.1 Introduction 
This chapter provides an overview of the design and methodology used for executing 
the empirical investigation part of this study. This section describes the research design, 
settings, population sampling and sample size of the study, as well as the research 
instrument, the validity and reliability of the instrument, data collection procedure, ethical 
considerations and data analysis.  
3.2 Research Design 
 
A quantitative, descriptive survey design was applied to examine self-efficacy in clinical 
performance during implementation of NIMART programme by South African 
professional nurses trained on the programme (Creswell, 2009:5; Creswell, 2013:1).  
3.3 Research Setting  
 
The study was conducted in Primary Health Care (PHC) services of Buffalo City 
Metropolitan. Buffalo City Metropolitan is located in the east coast of Eastern Cape 
Province, South Africa. Eastern Cape Province is the 2nd largest Province in South 
Africa. Buffalo City Metropolitan includes the towns of East London, Bhisho, Peddie and 
King Williams’ Town as well as the large townships of Mdantsane and Zwelitsha. Shown 
in Figure 3.1, is the map of the Eastern Cape Province. 
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Figure 3.1: Map of Eastern Cape Province with shaded Districts, with Buffalo City 
Metropolitan shaded in red colour  
 
There are 112 PHC facilities in Buffalo City Metropolitan. Each facility has three or more 
NIMART trained professional nurses, who initiate, re-prescribe and manage clients on 
ART. 
 
3.4 Population 
 
The population was all professional nurses working in PHC facilities in Buffalo City 
Metropolitan (Creswell, 2013: 27). The target population was all professional nurses 
trained on the NIMART programme in the setting. 
 
3.5 Sample and Sampling Procedure 
 
The estimated number of NIMART trained professional nurses in Buffalo City 
Metropolitan is estimated at 500. A purposive sample of 358 NIMART programme 
trained professional nurses was included in the study (Polit & Hungler, 1987:206; Polit & 
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Beck, 2010:1451; Polit & Beck, 2014:149). Given that there are 112 PHC facilities in 
Buffalo City Metropolitan; and each facility has three or more NIMART trained 
professional nurses, a purposive sampling of all the NIMART trained professional 
nurses was included in the study. All professional nurses who have undergone training 
on NIMART programme between the years 2010–2014 were included in the study. 
3.6 Data Collecting Instrument 
 
Data was collected using Self-Efficacy in Clinical Performance Scale, which is a pre-
existing tool developed by Cheraghi Hassani, Yaghmaei and Alavi-Majed (2009). A 5-
point Likert-scale (ranging from strongly disagree (1) to strongly agree (5)) was used to 
evaluate self-efficacy in clinical performance of professional nurses. The instrument had 
37 self-efficacy items, with five sections, namely demographic information, assessment, 
diagnosis and planning, implementation and evaluation of self-efficacy. 
 
3.6.1 Validity of the research instrument 
Face and content validity  
The validity and reliability of the Self-Efficacy in Clinical Performance Scale instrument 
has been previously described (Cheraghi, 2009:217). Briefly, 20 nursing experts’ who 
evaluated the questionnaire gave their independent assessment of whether items in the 
scale were interrelated at face value and the statements were truly self-efficacy 
statements. Construct validity of the scale was 0.94. 
3.6.2 Reliability of the instrument 
 
The reliability of the Self-Efficacy in Clinical Performance Scale (Cheraghi Hassani, 
Yaghmaei & Alavi-Majed, 2009) was tested using the Cronbach’s alpha coefficient.  The 
overall scale internal reliability had r= 0.96; the dimensions Cronbach’s range from 0.90 
to 0.92. Test–retest reliability within a 2-week interval was reported as r = 0.94. In 
addition, concurrent validity was obtained (r = 0.73, P = 0.01). The reliability coefficient 
was found to be 0.97, which is very high, indicative of high instrument reliability. 
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3.7 Ethical Considerations 
 
Ethical approval was obtained from the University of Fort Hare Research Ethics 
Committee (Annexure 3). Permission to conduct the study was granted from the 
Eastern Cape Department of Health Research Ethics Committee (Annexure 1) and the 
Operational Managers of the health care facilities (Annexure 2) involved in the study. 
Informed consent was obtained from the participants (Annexure 4) prior to data 
collection. The participants were informed that participation in the study is voluntary; 
and they were free to refuse or withdraw from the study at any point in the study. They 
were also informed that no names would be attached to the questionnaire. Codes were 
attached to the instrument/questionnaire. The participants were made to understand 
that the data collected from them will be kept under lock and key. Only the primary 
researcher and the superior would have access to the data. 
3.8 Data Collection Process 
 
All the primary health care facilities in Buffalo City Metropolitan were requested to 
participate in the study after approval of the research proposal by Provincial and Buffalo 
City Metropolitan Research Council. The facility managers were informed verbally and 
in writing. Informed consent forms were distributed to the PHC's in the setting. On 
arrival in the facility, the facility manager was briefed on the aim and nature of the study. 
The questionnaires were distributed to the facility managers to complete during their 
working time (8h00 and 16h30) as the facilities were open for 8 hours per day and 5 
days per week. 
 
3.9 Data Analysis 
3.9.1 Descriptive data analysis 
 
Data was captured in Excel spread sheet and checked for data accuracy in terms of 
demographic and self-efficacy variables. Descriptive statistics (frequencies, percentage, 
mean and standard deviations) were used to analyse categorical variables. The t-test 
was used to test the differences between participants trained by FPD and RTC. To 
determine the pairwise relationship among the different NIMART implementation of the 
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clinical performance aspects as defined by the factor analysis, the Pearson’s correlation 
coefficient (r) was used. The Kruskal-Wallis method was applied to compare scores 
across years of training. This test is also known as one-way ANOVA on ranks, which is 
rank-based non-parametric test that can be used to determine if there are statistically 
difference between two groups or ordinal dependent variable (Mehotcheva, 2008:1). 
Accordingly, to determine if the background characteristics had any effect on the self-
efficacy in clinical performance scores, the Mann-Whitney test was used for trainer and 
Kruskal-Wallis non-parametric ANOVA test for the year of study. A p-value of <0.05 was 
considered statistically significant. Data was analysed using Statistical Package for 
Social Sciences (SPSS) software for Windows version 21.0.  
3.9.2 Factor Analysis 
 
Factor analysis was conducted with use of SPSS 21 (SPSS Inc., 2013). Goon 
(2011:233) and Gloudemans (2014:1) points out that the sample size of 300 is 
acceptable for factor analysis. In this study, the sample size of the participants was 358. 
This sample size made it possible for factor analysis. Factor analysis was also used to 
reduce data volume and identified new variable clusters. The percentage of variance 
criterion was used to explain the specific amount of variance in the self-efficacy 
variables related to clinical performance. Using the rotation sums of the squared 
loadings, the percentage variance was employed to explain variance in the total sample. 
The eigen value equal to 1.0 or larger than 1.0 was considered as significant and 
retained, while factors with eigen values less than 1.0 were viewed as insignificant and 
were not used for further analysis. The minimum acceptable level of significance for the 
loadings was set at 0.5. 
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CHAPTER FOUR: RESULTS AND DISCUSSION 
 
4.1 Introduction 
 
This chapter presents the results pertaining to the self-efficacy and clinical performance 
of NIMART trained nurses. The findings from the analysis are also discussed. 
4.2 Demographic Profiles of the Participants 
 
The mean age of the participants was 47.2 years. Majority (348; 97.2%) of the 
participants were females and 10 (2.8%) males. Majority of the participants 276 (77.1%) 
were trained by RTC and 82 (22.9%) of the participants were trained by FPD as 
illustrated in Table 4.1. 
 
Table 4.1: Demographic profiles of the participants 
Characteristic 
Trainer 
FPD 
Trainer 
RTC 
Frequency Percentage 
Gender      
Female 79 269 348 97.21 
Male 3 7 10 2.79 
Training year     
2010 2 33 35 9.78 
2011 16 69 85 23.74 
2012 20 51 72 20.11 
2013 25 87 118 32.96 
2014 16 29 48 13.41 
Trainer institutions  
 
  
 
FPD 82 - 82 22.91 
RTC - 276 276 77.1 
FPD= Foundation for Professional Development; RTC = Regional Training Centre 
 
4.3 Implementation NIMART Programme  
 
The clinical self-efficacy evaluation was based on 37 items addressing different self-
efficacy in clinical performance issues. The item analysis in Table 4.2 show that the 
majority of the respondents scored 4 on the majority of the items.  
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Table 4. 2: Implementation of clinical self-efficacy items 
Items 
Strongly 
disagree 
n(%) 
Disagree 
n(%) 
Undecided 
n(%) 
Agree 
n(%) 
Strongly 
agree 
n(%) 
1. Physical assessment  2 (0.6) 0 (0.0) 63 (17.6) 212 (59.2) 81 (22.6) 
2. Patient history 2 (0.6) 2 (0.6) 44 (12.3) 217 (60.6) 93 (26.0) 
3. Energy restoration 0 (0.0) 11 (3.1) 171 (47.8) 141 (39.4) 35 (9.8) 
4. Time management  0 (0.0) 0 (0.0) 95 (26.5) 184 (51.4) 79 (22.1) 
5. Objective patient health data  2 (0.6) 0 (0.0) 62 (17.3) 194 (54.2) 100 (27.9) 
6. Subjective patient health data  2 (0.6) 1 (0.3) 68 (19.0) 186 (52.0) 101 (28.2) 
7. Data sources correlation 3 (0.8) 0 (0.0) 67 (18.8) 199 (55.7) 88 (24.7) 
8. Data collection documentation 2 (0.6) 2 (0.6) 60 (16.8) 198 (55.3) 96 (26.8) 
9. Patient health data analysis 2 (0.6) 2 (0.6) 77 (21.5) 183 (51.1) 94 (26.3) 
10. Patient strength identification 2 (0.6) 1 (0.3) 85 (23.8) 171 (47.9) 98 (27.5) 
11. Patient health concerns identification 2 (0.6) 3 (0.8) 99 (27.7) 163 (45.5) 91 (25.4) 
12. Patient problems prioritisation 2 (0.6) 1 (0.3) 111 (31.0) 159 (44.4) 85 (23.7) 
13. Data driven nursing diagnosis  2 (0.6) 70(19.6) 188 (52.5) 97 (27.1) 1 (0.28) 
14. Patient driven nursing diagnosis 2 (0.6) 73(20.4) 195 (54.5) 87 (24.3) 1 (0.28) 
15. Settings based nursing diagnosis 2 (0.6) 85(23.7) 183 (51.1) 87 (24.3) 1 (0.28) 
16. Overall patients care formulation  0 (0.0) 4 (1.1) 93 (26.0) 176 (49.2) 85 (23.7) 
17. Short-term patients care formulation 0 (0.0) 4 (1.1) 86 (24.0) 179 (50.0) 89 (24.9) 
18. Long-term patients care formulation 0 (0.0) 9 (2.5) 108 (30.2) 154 (43.0) 87 (24.3) 
19. Goal based measurable outcomes 0 (0.0) 9 (2.5) 142 (39.7) 153 (42.7) 54 (15.1) 
20. Goal based daily patient care plan 0 (0.0) 8 (2.2) 144 (40.2) 150 (41.9) 56 (15.6) 
21. Settings based daily patient care plan 0 (0.0) 8 (2.2) 144 (40.2) 146 (40.8) 60 (16.8) 
22. Patient care plan adherence 2 (0.6) 0 (0.0) 66 (18.4) 216 (60.3) 74 (20.7) 
23. Settings based overall patient care 2 (0.6) 2 (0.6) 63 (17.6) 206 (57.5) 85 (23.7) 
24. Resource based overall patient care 0 (0.0) 2 (0.6) 70 (19.6) 210 (58.7) 76 (21.2) 
25. Nurse-patient/family communication 0 (0.0) 2 (0.6) 67 (18.7) 198 (55.3) 91 (25.4) 
26. Nurse-patient/family collaboration 0 (0.0) 2 (0.6) 80 (22.4) 172 (48.0) 104 (29.1) 
27. Experience driven decision making 0 (0.0) 3 (0.8) 76 (21.2) 172 (48.0) 107 (29.9) 
28. Mentor/Colleague advice  2 (0.6) 1 (0.3) 69 (19.3) 178 (49.7) 108 (30.2) 
29. Mentor/Colleague feedback use 0 (0.0) 7 (2.0) 91 (25.4) 173 (48.3) 87 (24.3) 
30. Patient discharge strategies 0 (0.0) 17 (4.8) 156 (43.6) 127 (35.5) 58 (16.2) 
31. Continuous reporting/documenting 2 (0.6) 21 (5.9) 157 (43.9) 129 (36.0) 49 (13.7) 
32. Patient driven results evaluation 2 (0.6) 7 (2.0) 101 (28.2) 198 (55.3) 50 (14.0) 
33. Nursing interventions evaluation 0 (0.0) 8 (2.2) 105 (29.3) 198 (55.3) 47 (13.1) 
34. Breakdown point location 0 (0.0) 8 (2.2) 124 (34.6) 182 (50.8) 44 (12.3) 
35. Prognosis based patient care decisions 1 (0.3) 4 (1.1) 139 (38.8) 165 (46.1) 49 (13.7) 
36. Prognosis based outcome monitoring 2 (0.6) 3 (0.8) 132 (36.9) 172 (48.0) 49 (13.7) 
37. Prognosis based settings adjustment 2 (0.6) 5 (1.4) 132 (36.9) 169 (47.2) 50 (14.0) 
n=frequency; %= percentage 
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Only in few of the items did the respondents score 3, namely collection of data by 
restoration of patients and mine energy; setting priority of patient’s problems based on 
patient health condition; formulation of nursing diagnosis based on data collected; 
formulation of nursing diagnosis based on contributory factors of patient’s problems; 
designing teaching strategies for the discharge of patients; and documentation and 
reporting daily clinical work.  
4.4 Data Reduction 
 
In order to reduce the data volume, but still retain the meaning of the data, factor 
analysis was used to identify the variables that cluster together. This analysis identified 
six variable groupings as shown in the Table 4.3. The six identified variables were 
derived by performing factorial analysis. Factor 1 was highly loaded on patient driven 
results (0.63); nursing interventions (0.70); breakdown point location (0.80); prognosis 
based care decisions (0.79); prognosis based outcome monitoring (0.70); and prognosis 
based settings adjustment (0.70). These items collectively define evaluation of self-
efficacy clinical performance of the participants.  
 
Factor 2, termed planning of patient care in a clinical setting was significantly loaded on 
items pertaining to data (0.51) and patient (0.52) driven diagnosis; setting based nursing 
diagnosis (0.49); overall care plan formulation (0.52); short-term patients care 
formulation (0.58); long-term patient care formulation (0.66); goal based measurable 
outcomes (0.80); goal 0.79) and setting (0.73) based daily patient care plan.  
 
Factor 3 which was termed assessment in clinical performance was significantly loaded 
with physical assessment (0.64); patient history (0.65); energy restoration (0.56); time 
management (0.71); objective patient health data (0.61); subjective patient health data 
(0.49); data collection documentation (0.44).  
 
Patient health data analysis (0.45); patient strength (0.46); nurse-patient/family 
communication (0.55); nurse patient collaboration (0.64); and experience driven  
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Table 4.3: Rotated factor pattern 
 Factors 
 Items 1 2 3 4 5 6 
1. Physical assessment  0.28 0.06 0.64 0.13 0.41 0.08 
2. Patient history 0.20 0.14 0.65 0.07 0.38 0.19 
3. Energy restoration 0.12 0.32 0.56 0.04 0.02 0.12 
4. Time management  0.20 0.16 0.71 0.27 0.02 0.00 
5. Objective patient health data  0.24 0.19 0.61 0.23 0.26 0.24 
6. Subjective patient health data  0.18 0.14 0.49 0.34 0.36 0.29 
7. Data sources correlation 0.09 0.09 0.32 0.48 0.41 0.19 
8. Data collection documentation 0.14 0.06 0.44 0.42 0.36 0.22 
9. Patient health data analysis 0.25 0.12 0.42 0.45 0.31 0.25 
10. Patient strength identification 0.23 0.21 0.45 0.46 0.02 0.33 
11. Patient concerns identification 0.24 0.29 0.43 0.25 0.04 0.48 
12. Patient problems prioritisation 0.31 0.29 0.44 0.20 0.13 0.46 
13. Data driven nursing diagnosis  0.16 0.51 0.35 0.26 0.36 0.07 
14. Patient driven nursing diagnosis 0.18 0.52 0.34 0.30 0.41 0.01 
15. Settings based nursing diagnosis 0.25 0.49 0.39 0.36 0.31 -0.07 
16. Overall care plan formulation  0.21 0.52 0.24 0.55 0.13 -0.01 
17. Short-term patients care formulation 0.17 0.58 0.11 0.56 0.14 0.12 
18. Long-term patients care formulation 0.13 0.66 0.08 0.43 0.13 0.26 
19. Goal based measurable outcomes 0.18 0.80 0.14 0.09 0.09 0.26 
20. Goal based daily patient care plan 0.18 0.79 0.17 0.02 0.10 0.32 
21. Settings based daily patient care plan 0.19 0.73 0.19 0.05 0.14 0.29 
22. Patient care plan adherence 0.34 0.21 0.21 0.10 0.65 0.13 
23. Settings based overall patient care 0.29 0.20 0.17 0.13 0.74 0.18 
24. Resource based overall patient care 0.24 0.20 0.15 0.36 0.59 0.23 
25. Nurse-patient/family communication 0.37 0.20 0.13 0.55 0.30 0.13 
26. Nurse-patient/family collaboration 0.41 0.14 0.21 0.64 0.04 0.11 
27. Experience driven decision making 0.37 0.11 0.23 0.58 0.23 0.24 
28. Mentor/Colleague advice  0.28 0.18 0.27 0.42 0.27 0.43 
29. Mentor/Colleague feedback use 0.18 0.21 0.13 0.34 0.32 0.61 
30. Patient discharge strategies 0.16 0.27 0.13 0.12 0.17 0.71 
31. Continuous reporting/documenting 0.33 0.33 0.11 0.03 0.11 0.63 
32. Patient driven results evaluation 0.63 0.16 0.21 0.14 0.26 0.28 
33. Nursing interventions evaluation 0.70 0.14 0.13 0.24 0.33 0.16 
34. Breakdown point location 0.80 0.19 0.18 0.16 0.24 0.09 
35. Prognosis based care decisions 0.79 0.21 0.21 0.23 0.15 0.13 
36. Prognosis based outcome monitoring 0.70 0.20 0.25 0.29 0.17 0.20 
37. Prognosis based settings adjustment 0.70 0.20 0.29 0.20 0.06 0.28 
Loadings above 0.3 are shown in bold; 1= Evaluations; 2= Planning; 3= assessment; 4 = Implementation; 5 = Patient 
care; 6= Mentoring 
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decision making (0.58) collectively defined implementation (Factor 4) of self-efficacy in 
NIMART programme.  
 
Items such as patient care plan adherence (0.65); setting based overall patient care 
(0.74); resource based overall patient care (0.59) relates to patient care (Factor 5). The 
variables on patients concerns identification (0.48); patient problems prioritisation 
(0.46); mentor/colleague advise (0.43); mentor/colleague feedback use (0.61); patient 
discharge strategies (0.71); and continuous reporting/documenting (0.63) were 
collectively termed mentoring (Factor 6) in self-efficacy pertaining to the NIMART 
programme.  
 
The Cronbach alpha analysis of the six derived factors associated with the self-efficacy 
and clinical performance of the participants is shown in Table 4.4. The reliability 
coefficients in all the six factors highly exceeded the recommended 0.70 cut-off for 
acceptable reliability, thus indicating a good reliability of the items.  
 
Table 4.4: Cronbach alpha six factorial analysis of self-efficacy clinical performance  
Factors Factor items Number of items Cronbach alpha 
Evaluation Outcome evaluation 6 0.92 
Planning Diagnosis of the client 9 0.92 
Assessment Physical assessment of client 7 0.86 
Implementation Implementation of nursing care 6 0.86 
Patient care Clinical performance 3 0.84 
Mentoring Coaching from experienced staff 6 0.86 
   
4.5 Relationship among the Scores of different Self- Efficacies inn NIMART 
Implementation Aspects 
 
The results of the analysis for the pairwise relationship among the different NIMART 
implementation aspects are presented in the correlation matrix in Table 4.5. All the 
factors were highly positively correlated, with high significant values (<.0001).  This 
means high confident in one aspect of the NIMART programme self-efficacy in clinical 
performance is associated with high confidence in all the other aspects.  
  
38 
 
Table 4.5: Correlation coefficients of the derived factors 
  Factor1 Factor2 Factor3 Factor4 Factor5 Factor6 
Factor1 
1 0.67389 0.61968 0.72609 0.60386 0.71432 
  <.0001 <.0001 <.0001 <.0001 <.0001 
Factor2 
0.67389 1 0.7183 0.75725 0.62911 0.76455 
<.0001   <.0001 <.0001 <.0001 <.0001 
Factor3 
0.61968 0.7183 1 0.73369 0.59355 0.65049 
<.0001 <.0001   <.0001 <.0001 <.0001 
Factor4 
0.72609 0.75725 0.73369 1 0.64712 0.69376 
<.0001 <.0001 <.0001   <.0001 <.0001 
Factor5 
0.60386 0.62911 0.59355 0.64712 1 0.5782 
<.0001 <.0001 <.0001 <.0001   <.0001 
Factor6 
0.71432 0.76455 0.65049 0.69376 0.5782 1 
<.0001 <.0001 <.0001 <.0001 <.0001   
Factor 1=Evaluation; Factor 2= Planning; Factor 3= Assessment; Factor 4= Implementation; Factor 5= 
Patient care and Factor 6= Mentoring 
 
4.5.1 Dependence of implementation scores on demographic characteristics 
 
The non-parametric test was applied to test if the demographic variables (age, gender, 
trainer and year of training) have any effect on the self-efficacy in clinical performance 
scores, the Mann-Whitney test was used for trainer and Kruskal-Wallis nonparametric 
ANOVA test was used for the year of study. The gender effect indicates no relationship 
with the self-efficacy in clinical performance of NIMART programme.  
 
4.5.2 Training provider effect 
 
The results in Table 4.6, indicates that the mean scores on the variables do not differ 
depending on the training provider. The scores have a difference of 0.1 except for 
mentoring (Factor 6), which has a difference of 0.2 between the scores of RTC and FPD 
trained nurses. The scores of the professional nurses were significantly dependent on 
the training provider (Z=2.4; p=0.016). This means the professional nurses who 
received their training with FPD scored significantly higher on mentoring (Factor 6). 
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Table 4.6: Median/Mean implementation scores by training provider 
Factor variables Name of Factor RTC Mean FPD Mean Mann-Whitney Z  p-value  
Factor 1 Evaluation 3.7 3.8 1.61 0.109 
Factor 2 Planning 3.9 4.0 1.50 0.133 
Factor 3 Assessment 4.0 4.1 1.95 0.051 
Factor 4 Implementation 4.1 4.0 -0.87 0.382 
Factor 5 Patient Care 4.0 3.9 -0.66 0.515 
Factor 6 Mentoring 3.8 4.0 2.40 0.016 
 Over-all score 3.9 4.0 1.34 0.180 
 
Concerning the mean scores across the years, the 2010 group scored significantly 
higher than the rest of the groups on all the variables. The scores significantly depend 
on the year of training. The mean scores produced by the Kruskal-Wallis test showed 
the lowest scoring pattern as follows: 20122013201120142010. This order was 
the same for all the variables, confirming that the 2010 group scored significantly higher 
than any other group on all the variables (see Table 4.7).  
 
Table 4.7: Median/Mean implementation scores by year of study 
Factor 
variables 
2010 2011 2012 2013 2014 
Kruskal-Wallis test p-value 
Factor 1 4.0 3.7 3.6 3.7 3.7 15.1 0.004 
Factor 2 4.2 3.9 3.8 3.9 3.9 19.8 0.001 
Factor 3 4.4 3.9 3.9 4.0 3.9 22.3 0.002 
Factor 4 4.5 4.0 4.0 4.0 4.0 23.4 0.001 
Factor 5 4.4 4.0 4.0 4.0 3.9 13.5 0.009 
Factor 6 4.2 3.7 3.8 3.9 3.8 15.7 0.004 
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4.8 Discussion 
 
This section discusses the findings on self-efficacy in clinical performance of 
professional nurses on the implementation of NIMART programme. However, given the 
paucity of literature on self-efficacy and clinical performance of professional nurses 
concerning the implementation of NIMART programme in South African context, the 
results of this present study could only be compared to related studies conducted 
elsewhere. Azevedo and Cromley (2004: 523) suggested that there is a need for 
scientific research that examines motivational processes in clinical performance. 
 
4.8.1 Self-efficacy and evaluation in clinical performance among professional 
nurses on NIMART programme 
 
The findings of this study demonstrated that professional nurses’ self-efficacy 
concerning clinical evaluation of the NIMART programme was confined to very few 
selective self-efficacy variables such a patient driven, interventions, breakdown point, 
prognostic care decisions, outcome monitoring and settings adjustments.  
The professional nurses scored very high in these variables. This is commendable and 
encouraging. Self-efficacy in clinical performance is very important in nursing profession 
for skill performance and quality of care. Quality management of affected and infected 
clients by professional nurses is crucial in mitigating adverse effects of HIV/AIDS.  
Self-efficacy promotes confidence, suppress fear and anxiety and improve skill on 
clinical performance. Jones (2014:5) stressed that having incompetent skilled staff 
would undermine the usefulness and the successful implementation of the NIMART 
programme, which will in turn compromise the quality of patient care. Webster (2012:4) 
emphasised that, evaluating self-efficacy in clinical performance using an indicator, 
such as process monitoring, should be an important health priority, in order to ensure 
and promote patient care quality.  
 
Process measure is useful in that it gives providers clear, actionable feedback and a 
straightforward barometer to improve their performance (Hirschhorn, 2013:7). Study 
done by Azia et al. (2016:476) contradict with aspect on self-efficacy in evaluation of 
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breakdown point, prognostic care decisions, outcome monitoring. The authors clearly 
indicate that there are still health team barriers such as lack of follow-up of clients for 
their medication and lack of confidence in health officials. Therefore, professional 
nurses need to be self-efficient in their performance in clinical implementation of the 
NIMART programme. The obligation of the health sector to maintain a safe environment 
for the patient and their health care providers, is to ensure that the providers are 
competent in monitoring outcomes so that plans can be formulated for health quality 
care of the clients (Amanyire, 2010: 721; George & Annas, 2014: 2064). Professional 
nurses, who are in fore front in client’s management should be able to make prognostic 
care decisions. The South African National Evaluation Policy Framework (2011:3) also 
states that self-evaluation seeks to determine if the current plans have any impact.  
 
4.8.6 Mentoring and self-efficacy in clinical performance among professional 
nurses on NIMART programme 
 
The findings of the study demonstrated that patient’s concern, prioritisation and 
discharge plan; colleague advice, feedback and documentation were the self-efficacy 
variables explaining mentoring of professional nurses in clinical performance on 
NIMART programme. The guidelines for supervision and mentoring (NDOH, 2010:2) 
states that, professional nurses have to undergo six months mentoring after three days 
of NIMART training. Lunenburg (2011:3) argues that self-efficacy (beliefs about one’s 
ability to accomplish specific tasks) influences the tasks employees choose to learn and 
the goals they set for themselves. This is in line with the finding by Warne et al. (2010:6) 
that individually tailored mentorship contributes to nursing professional development.  
The author further states that mentoring and working with patients are core elements of 
professional development in nursing. Professional nurses (n=178, 49.7%) stated that 
they do seek advice concerning patient care and as well as being mentored on the 
rudiments of discharge plan, feedback and documentation. Caprara et al. (2006:474) 
agrees with self-efficacy theory that employees with high level of self-efficacy beliefs are 
more likely to be able to create conditions and promote interpersonal networks that 
nourish and sustain their work satisfaction. 
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Crowley and Mayers (2015:807) study in Khayelitsha South Africa, indicates an 
improvement in the quality of care of ART management after clinical mentoring. Self-
regulatory abilities are crucial elements in attaining desired goals (Newark, 2014:5). The 
professional nurses in this study exhibited the ability to achieve the desirable goals of 
the Department of Health in the provision of quality of care. Quality care can only be 
achieved if health professionals possess the desired and relevant self-efficacy in clinical 
performance and at the same time, being supported through mentoring (Gangai et al., 
2015:271). Similarly, (Stein et al., 2008:12) argues that the ongoing on-site-training 
(mentoring), of all professional nurses is a better strategy, as opposed to the once-off 
centralized training. Mentoring, on-site-training provides holistic and comprehensive 
approach to improving quality of care for a range of illnesses affecting both HIV positive 
and negative clients. This approach resonates with the findings of the present study that 
professional nurses also get support from the mentors and staff feedback, which can 
build confident in clinical performance and improve practise.  
 
Gordon et al. (2013:245) states that, improved quality of care by professional nurses in 
a new interventional programme, such as NIMART should be based on evidence based 
practices. The results of the present study indicate that concerning the factorial loading 
of mentoring, professional nurses trained by FPD scored (4) higher than professional 
nurses trained by RTC, who scored (3.8). Professional nurses especially those trained 
by FPD demonstrated high ability to seek help when in challenging situation and 
prioritise patient care.  
 
Mentored professional nurses have self-confidence and feel responsible for developing 
their potential by getting feedback from their peers. Seekoe (2016:98) stressed that the 
need for mentoring is increasingly being recognised in nursing, and there is still a need 
for ensuring the achievement of required competencies in the workplace. Mentoring is 
achievable through guidance and support in terms of role modelling by experienced 
personnel, as in the case of professional nurse’s mentored by doctors on NIMART 
programme. Seekoe (2016:98) further state that, the first few years after receiving a 
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qualification in clinical practice, are considered critical steps for the development of 
expertise in specialisation.  
 
NIMART is a new intervention or new clinical skill which needs experienced personnel 
to mentor those trained in short course for quality management of people infected and 
affected by HIV/AIDS. Therefore, mentoring is the best method for professional 
development especially for those who are new in a quality care of the clients. Mentoring 
is also an on-going engagement with the experienced personnel over a certain time 
between NIMART training and practical implementation of the new skill. Rhodes et al. 
(2006: 698) stressed that priority is given to one-on-one mentoring, in neglect of group 
mentoring in which one or more mentors work together as a team. This strategy of 
group mentoring can be effective to professional nurses because they cared for different 
conditions of patient in diverse communities. It is important to assess group dynamics, 
such as a sense of collective belonging or attachment, which are less relevant in one-to-
one mentoring (Liang et al., 2002:273). Nonetheless, there is lack of research assessing 
mentoring in practical situation. Minimum available literature on mentoring in South 
Africa has focused on mentoring in education. Libamba et al. (2006:320) states that in 
Malawi, with high HIV/AIDS epidemic, supervision and mentoring has been used as a 
strategy to ensure quality of care for their patient.   
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4.8.2 Self-efficacy and planning in clinical performance among professional 
nurses on NIMART programme 
 
Concerning self-efficacy and planning in clinical performance, the present study 
revealed that the professional nurses have the self-efficacy to diagnose and plan based 
on data, patient and settings driven factors. Besides, the professional nurses possess 
the self-efficiency to formulate short and long term goals based on daily and 
measurable outcomes. The essential and core duty of professional nurses’ is to deliver 
holistic, patient -focused care. Therefore, planning in clinical performance is the process 
of thinking about and organising the activities required to achieve desired goals of 
patient care. Self-efficacy has been viewed as best predictor of behavioural intention 
(Luszczynska & Schwarzer, 2010:93).  
 
The NIMART programme was designed to equip professional nurse with the necessary 
skills to provide quality care for the clients for better health outcomes. Inadequate 
knowledge, skills and inappropriate attitudes constitutes obstacles to quality health care; 
hence such competency in quality of care requires continuous professional 
development among health workers (Dieleman & Harnmeijer, 2006: 22; Mayeng & 
Wolvaart, 2015:3). However, when there is inadequate knowledge, self-efficacy can be 
affected negatively (Bandura, 2005:1).  
 
4.8.3 Assessment of self-efficacy in clinical performance among professional 
nurses on NIMART programme 
 
Regarding self-efficacy in clinical assessment of the clients, the finding from this study 
revealed that, professional nurses have self-efficacy in physical assessment, history 
taking, time management, objective and subjective data collection and documentation.  
Poor quality of care, has been a concern in nursing practise (The Lewin 
Group,2009:16), and malpractices by health professionals has resulted to several 
litigations (Thulth et al., 2015: 101; Mayeng & Wolvaart, 2015: 3). Awases et al. 
(2013:213) states that building knowledge and expertise will improve clinical 
performance, quality performance and improve self-efficiency.  
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The author further maintained that assessment is important in the implementation of the 
NIMART because it is the basis of diagnosis and planning for patient care. However, 
professional nurses have poor skill in assessing clients especially in history taking which 
leads to proper diagnosis (Awases et al., 2013:213). This is evident in this present 
study. Additionally, a technical skill depends on the knowledge and judgement used in 
arriving at the decision, and if the professional nurses are not well equipped with 
assessment of the clients, this can lead to poor judgement of the client’s needs (Awases 
et al., 2013:213). This explains probably the many litigations cases in the Department of 
Health in South Africa. Given that there are concerns about quality of care at public 
sector facilities (Thulth et al., 2015: 101), workload and extensive job description affects 
judgement of the nurses (Kok, 2013: 5). Task shifting of ART management from doctors 
to nurses is an added workload for professional nurses, thus affecting their self-efficacy 
in terms of assessment of clients, if the professional nurses are inadequately trained 
(Orner et al., 2011: 54).  
 
To enhance self-efficacy in assessing clients, professional nurses need to be 
knowledgeable about assessing clients regarding quality of care. Mametja et al. 
(2013:51) states that, professional nurses assume the pivotal role in managing HIV as a 
chronic condition, providing nursing care that includes prevention, health promotion, 
client assessment and patient education. Staff development programmes are designed 
to ensure that staff knowledge and skill are developed, strengthened to keep high health 
standards and good quality management of clients, and ensuring quality of care (Kok, 
2013: 6; Twigg, 2010: 314). If staff development is neglected by the organisation, self-
efficacy will be negatively affected and quality of care endangered. Dieleman and 
Harnmeijer (2006:22) states that increased training and resource inputs can assist 
department to quickly reach the set targets, such as quality assessment of the clients. 
The influence of a well-prepared nurse/employee who willingly embraces a challenge is 
likely to exert a positive influence in the entire health system (Twigg: 2010: 314). 
However, the findings of the present study indicate that the professional nurses scored 
low in this factor. Therefore, in-service-training, positive feed-back is important to 
enhance self-efficacy in clinical performance.  
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Maribu (2000: 18) suggest that each person has to evaluate his/her competence by self-
assessment and the relevance of this competence to current work content. The gaps 
can be identified early and appropriate measures taken to bridge the gaps. Maribu 
continues to argue that self-assessment provides several aspects at the same time. “It 
helps building an in depth understanding of the area being assessed; it helps show the 
gap between what is and what the person feels it want to be; it serves as a motive for 
change; and since the results are clearly based on the knowledge, experience and 
belief of the person, they are more likely to take ownership and initiate actions that help 
make the changes happen” (Maribu, 2000: 18). 
Shipanga (2011:5) states that, there are aspects that can affect professional nurses’ 
self-efficacy in clinical performance. These factors are poor support and care for nurses 
and lack of confidence. Therefore, further research should endeavour to determine the 
kind of support professional nurses needs to enhance their confidence.  
4.8.4 Self-efficacy and implementation in clinical performance among 
professional nurses on NIMART programme 
 
Concerning the clinical implementation of NIMART programme, this study revealed that 
professional nurses are competent in data collection, analysis, communication and 
collaboration with patient and family. Clinical care skills (nursing process) are 
continually perceived as a basic competency for professional nurses. Clinical care skills 
implementation is one of the five steps of nursing process (Luthans, 2007:541). The 
nursing process has five series of step designed for nurses to follow in providing 
excellent patient care. Based on the aspect the implementation of NIMART, the 
professional nurses in this study exhibited high self-efficacy in the implementation of the 
NIMART programme. Most of the professional nurses (n=198, 55.7%) expressed that 
they are competent in implementing NIMART.  
 
Self-efficacy plays a major role in the behaviour of professional nurses, in terms of how 
they approach the desired goal, task or a challenge in an effort to achieve the desired 
level of performance (Lunenburg, 2011:3; Cherian et al., 2013: 80). Communication with 
patients and families is one of the aspects that the professional nurses indicated to be 
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confident with. However, some studies hold a contrary view that, one of the barriers in 
ART adherence is lack of communication with patient and family, which ultimately 
results to clients not attending the clinic for treatment (Tsega et al., 2015:375; Ehiemua, 
2014:15). In South Africa, employees in different departments takes the responsibility of 
the on-going burden of rapid expansion of programmes related to clinical performance 
and quality care without adequate training or support, and within governmental systems 
that are already under considerable strain (Colvin et al., 2010: 211; Caprara et al., 2006: 
474).  
 
The participants in this current study have shown that self-efficacy has created 
motivation and the desire to implement NIMART programme. Mabelane et al. (2015:9) 
states that successful implementation of a programme such as NIMART requires a 
comprehensive approach comprising mentoring, intensive training, supervision and 
support from existing health system.  
 
4.8.5 Patient care and self-efficacy in clinical performance among professional 
nurses on NIMART programme 
 
The present study revealed that professional nurses’ self-efficacy in clinical patient care 
relates to very few self-efficacy variables such as adherence, settings and resource 
based care. Professional nurses (n=216, 60.3%) have shown high levels of confidence 
in clinical performance on diagnosing and caring of the clients in this study. Quality of 
care for HIVAIDS affected and infected client depends on self-efficacy in patient care 
that the professional nurses possess. Chokwe and Wright (2012:1) indicate that caring 
involves a relationship which the carer is committed to needs of the person being cared 
for. The quality of care a patient receives will affect the outcome of care rendered by 
professional nurse (Shipanga, 2011:1). Therefore, self-efficacy in patient care and 
diagnosis are crucial in clinical practise so that there can be quality outcomes for 
services rendered for the clients. Novak et al. (2013:891), affirm that periodical 
evaluation in self-efficacy on patient care should be performed to ensure quality of care 
for clients.  
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Lourens (2014:8) and Bandura (2012:21) states that, vicarious experience is gained 
through modelling achievements of other people thus gaining self-efficacy in performing 
a task especially in patient care. Professional nurses learn from their peers and from 
their previous experience in quality care of their patients. Patient care and diagnosis are 
one of the most important aspects in clinical nursing care because sub-standard of care 
has negative impact on the clients. Mensah and Lebbaeus (2013:203) maintain that 
individual’s sense of self-efficacy in patient care has an impact in clinical performance 
resulting in good or poor quality of care. Therefore, self-efficacy in patient care by 
professional nurses is important aspect of quality of care for the clients especially that 
HIV/AIDS is chronic disease.  
 
Lunenburg (2011: 4) also state that a lifetime management of chronic illnesses, such as 
HIV/AIDS, requires continued quality patient care and rapid intervention to reduce 
disease-related complications. Professional nurses assume the pivotal role in managing 
HIV as a chronic condition, providing patient care that includes prevention, health 
promotion, and patient education. Soudagar et al. (2013: 226) also confirms that, self-
efficacy is associated with willingness to work in a certain unit or area and show interest 
so as to attain the desired goals in that unit. Professional nurses will have high self-
efficacy if they are well equipped in managing HIV/AIDS as chronic disease and in area 
that allows them to practise the skill they have gained. 
 
The influence of a well-prepared professional nurse or any employee who willingly 
embrace a challenge is likely to exert a positive influence in the entire health system. 
Reeve (2009:166) stressed that challenge seeking and self-endorsed learning is an 
ideal model for learning, which can help the professional nurse to build self-efficacy and 
improve practise. The Lewin Group (2009:16), claim that there are two elements in 
performance of practitioners, namely technical and interpersonal. They further states 
that technical aspect depends on the knowledge and judgement used in arriving at the 
decision, while interpersonal element which is the communication with the client to 
reach the desired outcome is the most important in patient care. The poor quality of 
care at public sector facilities often results to litigation of the state by the clients (Thulth 
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et al., 2015: 101; The Lewin Group, 2009:16). Therefore, improvement in patient care in 
the public health system is paramount to the health sector's reform agenda.  
 
The safety of the clients should be the explicit organisational goal and nursing is a risk 
laden practise (George & Annas, 2014: 2063, Searle, 2002:250). Without quality patient 
care, the organisation is faced with sub-quality of care. Professional nurses are seen as 
whole organisations, teams, or individual health workers, who are in the forefront of 
client care. Professional nurses are ideally committed to the broad aims of quality of 
care, in order to ensure that the services provided by them are of the highest possible 
standard and meet the needs of individual service users, their families, and 
communities (WHO, 2006: 10). The escalating litigation against DOH is likely due to 
mal-practises by health care professionals, which can be overcome if the professional 
nurses can have self-efficacy and be well equipped for patient care. 
 
4.8.7 Relationship between demographic variables and self-efficacy in clinical 
performance of professional nurses on NIMART programme 
 
The results of this study indicated that the majority of the nurse respondents were 
females (97.2%). This is expected because the nursing profession is mostly dominated 
by the females (Barrett-Landau & Henle, 2014:10). However, the few male professional 
nurses in this study scored high on all the self-efficacy variables compared to their 
female counterparts. The findings indicated that male professional nurses trained on 
NIMART have high confidence in clinical performance than female professional nurses 
trained. The limited size of the male participants does not allow one to apply any kind of 
statistical analyses (for instance sex adjustment). As such, future study should 
endeavour to involve larger sample of male professional nurses trained on NIMART to 
aid our understanding of the gendered dimension of self-efficacy in clinical performance 
of NIMART programme.  
 
In a study by Lourens (2014:4) comparing self-efficacy of men and women working at 
industrial engineering in a bid to develop a co-curriculum intervention, indicates the 
dominance of industrial engineering by men, but the females develop more self-efficacy. 
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The author suggests the recruitment of female to serve as role models in the industrial 
engineering. This industrial-based engineering strategy could be adapted to the nursing 
profession, so that professional male nurses who are already in this female dominated 
field could as well serve as role models for others.  
 
The NIMART training programme for professional nurses was facilitated by two 
institutions, namely, Foundation for Professional Development (FPD) and Regional 
Training Centre (RTC) (Cameron et al., 2012:98). The NIMART training focuses on the 
knowledge and skill to manage all clients affected and infected by HIV/AIDS. Individuals 
with low self-efficacy can enhance their confidence by receiving training. Training can 
develop low self-efficacy to high self-efficacy by equipping individuals with knowledge 
and skills to perform a task and to attain a specified goal (Richter, 2012:1282). 
 
Professional nurses trained by FPD scored higher in the aspects of self-efficacy in 
clinical performance compared to RTC trained. It is difficult to explain the variation in the 
scoring between FPD and RTC NIMART training observed in the participants in this 
present study. The possibility for this discrepancy could be due to participants being 
provided with the different information during training in these training institutions. Also, 
the expertise of the facilitators could have influence on the level of information 
assimilation of the participants. However, these are only speculative arguments and are 
beyond the scope of this study. These calls for investigation on the training content 
provided by FPD so that RTC can bench mark and improve in their training to enhance 
self-efficacy in clinical performance of the nurses. There may be areas of training that 
has changed during the years of training that has affected confidence of the 
professional nurses in clinical performance, therefore research on this area is 
recommended. 
The participants scored lower in evaluative ability of self-efficacy in both institutions 
(FPD and RTC). Reeve (2009:166) affirms that evaluating the impact on outcomes 
validates the importance of continuing education for the nursing profession, the value of 
nurses’ contributions to inter-professional teams, and ultimately the delivery of safe, 
high-quality patient care. Therefore, self-evaluation is very crucial in evaluating the 
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outcome of care provided by professional nurses to the clients. If professional nurses 
score low in the aspect of evaluation, outcome for quality of care rendered for the clients 
will be affected.  
According to Mensah & Lebbaeus (2013:203) Mpondo et al. (2015:1) and Hutchison et 
al. (2006:39), individual’s sense of self-efficacy has an impact on outcome in clinical 
performance resulting either in good or poor quality of care, a concern in health 
practises in South Africa. Self-efficacy affects people’s behaviour positively or 
negatively and lack of support will negatively impact clients’ quality management in 
clinical performance. WHO (2006:10) emphasised that the main concern of professional 
nurses is to ensure that the services they provide are of the highest possible standard 
and meet the needs of individual service users, their families, and communities. 
Therefore, there is need to develop a strategy to boost the confidence of professional 
nurses in clinical evaluation for better performance during client care.  
The Social Cognitive Theory proposes four processes of goal realisation which are; self-
evaluation, self-observation, self-reaction and self-efficacy see Figure 4.1 for illustration.  
 
Figure 4.1: Processes of Goal Realisation and Motivation. 
Goal 
Realisation
Self-
observation
Self-
efficacy
Self-
Reaction
Self-
Evaluation
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Each of these processes is dependent to one another so that a person can successfully 
accomplish a specified goal. In self-evaluation, the process of person cognitively 
compares his/her performance to achieve own goal; observe self, and work towards 
achieving a goal; go through a process of modifying own behaviour based on self-
evaluation of own progress towards the goal; and pertaining to self-efficacy, assert own 
ability to attain or achieve the goal through performance, and in this case, clinical 
performance of professional nurses on NIMART programme. In these four processes, 
only self-efficacy in clinical performance was undertaken to evaluate self-efficacy in 
clinical performance of professional nurses in the implementation of this new 
intervention (NIMART). Therefore, strategies can be formulated to enhance self-efficacy 
in evaluation as an important aspect of goal realization. 
National Evaluation Policy Framework (2011:1) specifies that, evaluation is important to 
evaluate the outcome of the end-user. In this study, the end-users are professional 
nurses who are the quality providers of client care. For the professional nurses to be 
self-efficient in clinical performance, they need to have all the four sources of self-
efficacy (see Figure 4.2), namely, mastery experience, vicarious experience, verbal 
persuasion and physical arousal (Bandura, 2005:1; Bandura, 2012:12; Redmond, 
2010:3) that individuals use to determine what they become by their own free choices. 
Bandura also points that performance outcome is very important source of self-efficacy. 
For instance, if professional nurses can have a high score in evaluation of their 
outcome, it can improve practise and enhance their self-efficacy in clinical performance. 
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Figure 4.2: Four Sources of self-efficacy  
 
A professional nurse with high confidence will be able to clinically perform any task 
allocated to him/her in order to attain the specified goal. Bandura maintains that 
motivation is the only factor that contributes to self-efficacy by recognition of the work 
performed. Motivation enhances self-efficacy, which invariably, yields better clinical 
performance.  
 
The results of this study pertaining to the years of training, showed that professional 
nurses who were trained in 2010 by FPD and RTC scored high in SECP scale followed 
by those trained in the following years. Those who were trained in 2010 were fewer than 
other years, with only 35 (9.78%) as compared to other years. The highest number of 
trainees was in 2013 (n=118, 32%). The majority of the participants were trained by 
RTC (276; 77.1%) as compared to FPD (82; 22.91%). Grol and Grimshaw (2003:1225) 
suggest that behavioural change is possible, but the approach to effect such change 
needs different approaches at different levels, as it may have occurred in these two 
institutions in their training years. The variations in the self-efficacy score stratified by 
the training years, in which 2010 recorded high self-efficacy score compared to other 
training years, warrants investigation so as to understand the possible reasons behind 
self-
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such phenomenon. To better quality care, health professionals need to be self-efficient 
to achieve the desired health goals or outcomes as encapsulated by the South African 
National Department of Health in ensuring “a long and healthy life for all South Africans”.  
 
Self-efficacy generates thoughts, feelings, self-belief and performance. Professional 
nurses are regarded as knowledge workers due to their ability of taking information from 
many sources and combining it in meaningful ways and apply it practically to attain the 
desired goals (Makhado, 2015: 3). Adequate competency, knowledge and skills are 
essential for professional nurses to improve self-efficacy in clinical performance, quality 
of care and practise. If professional nurses are well skilled they will be able to identify 
gaps in knowledge and skill. Professional nurses can bridge the gap by attending in-
service or on-site training for quality clinical performance. On the other hand however, 
inadequate knowledge, skills and inappropriate attitudes can all form obstacles to 
quality health care; as such competency in care requires continuous professional 
development, and training among health workers (Dieleman & Harnmeijer, 2006:22).  
 
Stein et al. (2008:240) suggest that as the roles and responsibilities of professional 
nurses are expanding, not only in ART provision but also in the overall delivery of care 
in the PHC system, there should be continued adequate training and support for 
professional nurses responsible for ensuring programme implementation. Without this 
ongoing investment on continuous training and mentoring, the DOH will not be able to 
provide ‘a long and healthy life for all South Africans’, as the commitment and capacity of 
nurses to deliver comprehensive PHC, including ART will be affected. 
 
The findings of this study showed that the overall self-efficacy of the professional nurses 
in clinical performance was satisfactory. It is evident by the high self-scores especially 
among the professional nurses who were trained by FPD. The nursing process has five 
series of steps designed for nurses to follow in order to provide excellent patient care. 
This is important because scientific nursing process requires cognitive skill (Waddell, 
2010:3). The nursing process entails assessing, diagnosis, planning, implementing and 
evaluation. The factorial analysis preformed in this study, derived six factor loadings 
which bears the same resemblance with the nursing process as discussed earlier. 
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Benner (1984:13) explains that, there are five stages of clinical competence, 1) novice, 
2) advance beginner 3) competent 4) proficient and 5) expert. Benner, further points out 
that the novice or beginner has no experience in the matters which they are expected to 
perform. The advance beginner demonstrates marginal performance because the nurse 
has had previous experience in actual situations and requires verbal cues. The 
competence level is demonstrated by the nurse who has been in the same situation or 
job for two/three years and care is completed without supporting cues. Proficient nurse 
on the other hand understand a situation as a whole because they perceive its meaning 
in terms of long term goals and while the expert nurse operates from a deep 
understanding of the total situation with high analytical skills (Benner, 2011:1).  
 
Redmond (2010:3) states that self-efficacy determine what the individuals want to 
become by their own free choices. This is achievable by taking one step at a time to 
build up one’s self-efficacy. Bandura (2012:12) also states that performance outcome is 
very important source of self-efficacy, because people gain self-confidence when they 
accomplish a goal, thus enhanced self-efficacy. Furthermore, he explains that sub-
standard performance of a person will not produce good confidence thus lowers self-
efficacy hence producing poor performance and poor quality of care. Therefore, self-
efficacy and clinical performance are synonymous.  
 
High self-efficacy is very important in nursing profession for clinical performance and 
quality of care. Kennedy (2013: 126) states that, to increase self-efficacy in nursing 
practise, one has to adapt to the existing processes designed, specifically to increase 
self-efficacy such as learning. Reeve (2009:166) argues that educators generally accept 
that self-endorsed, challenge seeking learning is an ideal model for education and the 
professional nurse can develop self-efficacy that will result to quality clinical 
performance. 
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CHAPTER 5: SUMMARY, CONCLUSIONS AND 
RECOMMENDATIONS 
 
5.1 Introduction 
 
In Chapter 4, the findings of the study on evaluation of self-efficacy in clinical 
performance were presented, discussed and summarised. In this chapter, the summary, 
conclusions, limitations and recommendations of the study are presented. 
 
5.2 Summary  
 
Through the literature review, self-efficacy is reported to be vital in clinical performance 
and a very important aspect in quality of care. This is because it is the ability of the 
person to produce the desired outcomes (Bandura, 2005:1). The ability to predict skilled 
performance throughout professional development is important in medical science 
education especially in nursing (Cheragi, Hassani, Yagmaei & Alavi-Majed, 2009: 214). 
How one performs clinically, in the delivery of quality of care is crucial to the clients’ 
management (WHO, 2001:3).  
 
Competencies in clinical performance are an important part of the quality of care for the 
client and are part of a continual process to help ensure that the professional nurses 
provide high-quality care to its customers and patients. Quality in clinical performance is 
of great concern for the Department of Health in South Africa. This has been proven by 
several litigations by the clients in recent past against the Department of Health arising 
from the incompetence in clinical performance among health care professionals (Thulth 
et al., 2015: 101; Malherbe, 2013:2; The Lewin Group, 2009: 25; Thomas & Valli, 
2006:1162; George & Annas, 2006:2063).  
 
According to Searle (2002:250), nursing is a risk-laden profession which should be 
practised only by persons who have the insight, competency, confidence, knowledge, 
skill and integrity to act responsibly to ensure the safety of the patient entrusted in their 
hands. In order to accomplish what is advocated in the above statement, professional 
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nurses were trained on NIMART programme, to meet the great demand of skilled 
personnel to initiate and mange HIV/AIDS infected clients.  
 
There is no study that has been conducted on NIMART since the programme was 
introduced in April 2010 in Eastern Cape Province. Therefore, there is no information 
that exists regarding the evaluation of self-efficacy in clinical performance of 
professional nurses in the implementation of NIMART programme in Buffalo City 
Metropolitan, in Eastern Cape Province. Additionally, whether the NIMART trained 
professional nurses possess the self-efficacy and competency to perform clinical 
aspects of HIV/AIDS patients is only speculative. Therefore, the main purpose of this 
study was to examine the self-efficacy, competency and efficiency in clinical 
performance of NIMART programme trained professional nurses. Clinical performance 
is a cornerstone in the current efforts to improve quality health care and is a major 
concern in South Africa. In this regards, self-efficacy in clinical performance needs to be 
evaluated so that the policy makers will have scientifically sound ideas of what works, 
what is not working and how best to intervene for better health outcomes related to self-
efficacy in clinical performance of NIMART programme. 
The research objectives of the study were: 
 To assess the self-efficacy of professional nurses in clinical performance in 
relation to their evaluative ability on NIMART programme. 
 To examine the self-efficacy of professional nurses in clinical performance in 
relation to planning for NIMART programme 
 To determine the self-efficacy of professional nurses in clinical performance in 
relation to client assessment on NIMART programme 
 To examine the self-efficacy of professional nurses in clinical performance in 
relation to the implementation of NIMART programme 
 To determine the relationship between demographic variables and self-efficacy of 
professional nurses in clinical performance on NIMART programme 
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The research questions framed for the study were: 
 Would professional nurses have the self-efficacy to clinically evaluate the 
NIMART programme? 
 Would professional nurses have the self-efficacy to clinically plan for NIMART 
programme? 
 Would professional nurses have the self-efficacy to clinically assess the NIMART 
programme? 
 Would professional nurses have the self-efficacy to clinically implement the 
NIMART programme? 
 Would there be any relationship between demographic variables and self-efficacy 
of professional nurses in clinical performance in relation to the NIMART 
programme? 
 
This was a quantitative study, with a descriptive survey design to examine self-efficacy 
in clinical performance during implementation of NIMART programme by South African 
professional nurses trained on the programme. The study was conducted in Primary 
Health Care (PHC) services of Buffalo City Metropolitan. The target population was all 
professional nurses trained on the NIMART programme in the setting. A purposive 
sample of 358 NIMART trained professional nurses was included in the study.  
Data was collected using Self-Efficacy in Clinical Performance Scale, which is a pre-
existing tool developed by Cheraghi Hassani, Yaghmaei and Alavi-Majed (2009). A 5-
point Likert-scale (ranging from strongly disagree (1) to strongly agree (5)) was used to 
evaluate self-efficacy in clinical performance of professional nurses. The instrument had 
37 self-efficacy items, with five sections, namely demographic information, assessment, 
diagnosis and planning, implementation and evaluation of self-efficacy. The validity and 
reliability of the Self-efficacy in clinical performance scale instrument has been 
previously described (Cheraghi, 2009:217). Construct validity of the scale was 0.94. The 
reliability of the Self-Efficacy in Clinical Performance Scale (Cheraghi Hassani, 
Yaghmaei & Alavi-Majed, 2009) was tested using the Cronbach’s alpha coefficient. The 
overall scale internal reliability had r= 0.96; the dimensions Cronbach’s range from 0.90 
to 0.92. Test–retest reliability within a 2-week interval was reported as r = 0.94.  
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In addition, concurrent validity was obtained (r = 0.73, P = 0.01). The reliability 
coefficient was found to be 0.97, which is very high, indicative of high instrument 
reliability. 
 
Ethical approval was obtained from the University of Fort Hare Research Ethics 
Committee. Permission to conduct the study was granted from the Eastern Cape 
Department of Health Research Ethics Committee; and the Operational Managers of 
the health care facilities involved in the study. Informed consent was obtained from the 
participants prior to data collection. The informed consent explains the issues of 
anonymity, confidentiality and privacy of participation and the information provided.  
Data was collected at the designated health facilities in a private setting provided by the 
facility manager. The questionnaires were distributed to the facility managers to 
complete during their working time (8h00 and 16h30). 
 
Descriptive statistics (frequencies, percentage, mean and standard deviations) was 
used to analyse categorical variables. The t-test was used to test the differences 
between participants trained by FPD and RTC. To determine the pairwise relationship 
among the different NIMART implementation of the clinical performance aspects as 
defined by the factor analysis, the Pearson’s correlation coefficient (r) was used. A p-
value of <0.05 was considered statistically significant. Data was analysed using 
Statistical Package for Social Sciences (SPSS) software for Windows version 21.0. 
Also, factor analysis was used to reduce data volume and identified new variable 
clusters.  
 
The percentage of variance criterion was used to explain the specific amount of 
variance in the self-efficacy variables related to clinical performance. Using the rotation 
sums of the squared loadings, the percentage variance was employed to explain 
variance in the total sample. The eigen value equal to 1.0 or larger than 1.0 was 
considered as significant and retained, while factors with eigen values less than 1.0 
were viewed as insignificant and were not used for further analysis. The minimum 
acceptable level of significance for the loadings was set at 0.5. 
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5.3 Major Findings of the Study 
 
The major findings of the study were: 
i. The findings of this study demonstrated that professional nurses’ self-efficacy 
concerning clinical evaluation of the NIMART programme was confined to very few 
selective self-efficacy variables such a patient driven, interventions, breakdown 
point, and prognostic care decisions, outcome monitoring and settings adjustments.  
ii. Concerning self-efficacy and planning in clinical performance, the present study 
revealed that the professional nurses have the self-efficacy to diagnose and plan 
based on data, patient and settings driven factors. They also possess the self-
efficiency to formulate short and long term goals based on daily and measurable 
outcomes.  
iii. Regarding self-efficacy in clinical assessment of the clients, the finding from this 
study revealed that professional nurses have self-efficacy in physical assessment, 
history taking, time management, objective and subjective data collection and 
documentation.  
iv. Concerning the clinical implementation of NIMART programme, this study revealed 
that professional nurses are competent in data collection, analysis, communication 
and collaboration with patient and family.  
v. The present study revealed that professional nurses’ self-efficacy in clinical patient 
care relates to very few self-efficacy variables such as adherence, settings and 
resource based care.  
vi. The findings of the study demonstrated that patient’s concern, prioritisation and 
discharge plan; colleague advice, feedback and documentation were the self-
efficacy variables explaining mentoring of professional nurses in clinical performance 
on NIMART programme.  
vii. The findings indicated that male professional nurses trained on NIMART have high 
confidence in clinical performance than female professional nurses trained.  
viii. Professional nurses trained by FPD scored higher in the aspects of self-efficacy in 
clinical performance compared to RTC trained; and scored lower in evaluative ability 
of self-efficacy in both institutions (FPD and RTC).  
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ix. The professional nurses who were trained in 2010 by FPD and RTC scored high in 
SECP scale followed by those trained in the subsequent years.  
x. The findings of this study showed that the overall self-efficacy of the professional 
nurses in clinical performance was satisfactory.  
 
5.4 Limitations 
 
Several limitations of the study should be considered when interpreting the findings of 
this study. Firstly, a self-report questionnaire was utilised to examine self-efficacy in 
clinical performance by the professional nurses. The weakness inherent in self-reporting 
surveys concerning the participants’ under or over reporting of information cannot be 
completely ruled out in this present study. Secondly, the study was conducted in Buffalo 
City Metropolitan and the findings cannot be generalised to other regions in the Eastern 
Cape or to the entire South African context. Thirdly, the study focuses only on self-
efficacy in clinical performance of professional nurses on NIMART, in neglect of self-
observation, self-reaction and self-evaluation. Therefore, the influences of these 
variables on clinical performance of the professional nurses in this present study could 
not be ascertained. Further studies are warranted to incorporate these variables in the 
clinical performance of professional nurses on NIMART programme. Notwithstanding 
these limitations, the study has provided useful data on self-efficacy of professional 
nurses concerning their clinical performance of the NIMART intervention programme, 
where little has been known (dearth of literature). 
5.4 Conclusions 
 
i. The findings of this study revealed that the self-efficacy of the professional nurses on 
NIMART programme is influenced by several factors. The professional nurses 
possess the evaluative ability to be patient driven, offer interventions, could identify 
the breakdown point, and take prognostic care decisions, as well as monitor and set 
adjustments.  
ii. The study indicates that the professional nurses on NIMART programme have the 
self-efficacy to diagnose and plan based on availability of patient data and 
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possesses the self-efficiency to formulate short and long term goals based on daily 
and measurable outcomes.  
iii. The finding from this study revealed that professional nurses on NIMART 
programme possess the self-efficacy to conduct physical assessment, take history, 
manage time, collect objective and subjective data and could document such data, 
accordingly.  
iv. The professional nurses on NIMART programme are competent to implement the 
data collected, analyse, communicate and collaborate with patient and family.  
v. The professional nurses on NIMART programme affirmed that they are provided 
mentoring on patient’s concern, prioritisation and discharge care plan, feedback and 
documentation.  
vi. The findings indicated that male professional nurses trained on NIMART have high 
confidence in clinical performance than female professional nurses trained. 
vii.  Professional nurses trained by FPD scored higher in the aspects of self-efficacy in 
clinical performance compared to RTC trained; but scored lower in evaluative ability 
of self-efficacy in both institutions (FPD and RTC).  
viii. The findings of this study showed that the overall self-efficacy of the professional 
nurses trained on NIMART programme performed clinically satisfactorily.  
5.5 Recommendations 
 
Based on the findings and the conclusions from the study, the following 
recommendations are made: 
i. In-service-education or continuous professional development for professional 
nurses working in PHC’s should not only concentrate on updating clinical skills, 
but also create opportunity for reflection and strengthening of professional 
nurses’ self-efficacy in clinical performance.  
ii. Given the discrepancy in the training received from FPD and RTC, the training 
content and methods for both institutions needs to be revisited for harmonization 
in order to produce professional nurses of the same quality for quality care for the 
clients. Thus, giving opportunity for both institutions to revisit their training. 
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iii. The present study was conducted among NIMART trained professional nurses in 
Buffalo City Metropolitan only, thus limiting generalisability of the findings to other 
regions in the Eastern Cape Province and the entire South Africa. Therefore, a 
wide-scale study on Eastern Cape is needed, and perhaps covering all the nine 
provinces in South Africa. 
iv. Self-efficacy is one of the processes for goal realisation; therefore, a further study 
on other processes of goal realisation will aid our understanding of self-efficacy in 
achieving the desirable goals of the professional nurses for patient quality care. 
v. Further research is needed to evaluate clients’ satisfaction during care based on 
the NIMART intervention programme. 
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Annexure 4: Participants Informed Consent form 
 
INFORMED CONSENT 
I hereby agree to participate in research regarding evaluation of self-efficacy in clinical 
performance of nurse initiate and management of anti-retroviral therapy (NIMART) by 
professional nurses at Buffalo City Metropolitan, Eastern Cape Province, South Africa. I 
understand that I am participating freely and without being forced in any way to do so. I 
also understand that I can stop this interview at any point should I not want to continue 
and that this decision will not in any way affect me negatively. 
 
I understand that this is a research project whose purpose is not necessarily to benefit 
me personally. 
 
I have received the telephone number of a person to contact should I need to speak 
about any issues which may arise in this interview. 
 
I understand that this consent form will not be linked to the questionnaire, and that my 
answers will remain confidential. 
 
I understand that if at all possible, feedback will be given to my community on the 
results of the completed research. 
 
 
…………………………….. 
Signature of participant    Date: ………………….. 
 
I hereby agree to participate in the study  
 
 
…………………………….. 
Signature of participant    Date: ………………….. 
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Annexure 5: Questionnaire Using Self-Efficacy Clinical Performance Scale 
 
In order to improve the quality of NIMART programme implementation and improve practise, 
UFH in conjunction with the Department of Health would appreciate you taking a few minutes of 
your time to complete this 37 competency self-assessment questionnaire.  Your comments and 
suggestions will help us to plan future improvement of practise and also to sustain the 
programme. 
Participant’s name (optional): ………………………………………………………………………    
Demographic information 
Age:                            Gender: 
Year trained on NIMART:       Trained by:  FPD 
         RTC 
       Other 
Rate yourself between 1-5 (1- strongly disagree, 2- disagree, 3-undecided, 4- agree and 5- 
strongly agree). 
Assessment                         
                                                                                                                                                     
Likert Scale 
Are you confident in clinical setting to:         
  
1. Collect significance data by physical assessment.                 
1         2        3       4       5       
2. Collect relevant data by taking patient’s history.                
1         2        3       4        5     
3. Collect data by restoration of patient’s and mine energy.               
1         2        3       4        5      
4. Collect data by organizing time available.                 
1         2        3       4        5     
5. Collect objective data related to patient health condition.   
1         2        3       4        5      
6. Collect subjective data related to patient health condition.               
1         2        3       4        5           
7. See relationships among pieces of data that were collected from variety of sources.            
1         2        3       4        5           
8. Document collecting data based on patient health condition.              
1         2        3       4        5          
9. Analyse collecting data based on patient health condition.               
1         2        3       4        5           
10. Identify patient’s strengths in the care process.                 
1         2        3       4        5            
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11. Identify patient’s health concerns in the care process.               
1         2        3       4        5          
12. Set priority of patient’s problems based on patient health condition.             
1         2        3       4        5      
 
Diagnosis and planning 
Are you confident in clinical setting to:  
13. Formulate nursing diagnosis based on collecting data.                 
1         2        3       4        5          
14. Formulate nursing diagnosis based on contributing factors of patient’s problems.             
1         2        3       4        5          
15. Arrange nursing diagnosis based on setting priorities.                
1         2        3       4        5          
16. Formulate overall goals of patients care plan.                  
1         2        3       4        5          
17. Formulate short-term goals of patients care plan.  
1         2        3       4        5           
18. Formulate long-term goals of patients care plan.   
1         2        3       4        5          
19. Formulate measurable outcomes based on goals.                 
1         2        3       4        5          
20. Develop patient’s daily care plan based on goals.                 
1         2        3       4        5          
21. Develop patient’s daily care plan based on setting priorities.                
1         2        3       4        5          
Implementation 
Are you confident in clinical setting to: 
22. Follow the direction of patient’s care plan to achieve set goals.     
 1         2        3       4        5          
23. Take care of patient based on setting priorities.        
 1         2        3       4        5           
24. Carry out patient’s care plan based on available resources.     
 1         2        3       4        5         
25. Explain each nursing intervention to patient or family members before carrying it out.  
 1         2        3       4        5         
26. Collaborate with patient or family members in implementation of weekly care plan.  
 1         2        3       4        5         
27. Make decision based on my previous experiences in similar situation.    
 1         2        3       4        5         
28. Seek help of mentor or staff in difficult situations.      
 1         2        3       4        5         
29. Improve my skills based on mentor and staff feedback.     
 1         2        3       4        5         
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30. Design teaching strategies for discharge of patient.      
 1         2        3       4        5         
31. Document and report daily clinical work.  
1         2        3       4        5         
 
 
Evaluation 
Are you confident in clinical setting to: 
32. Evaluate whether patient’s desired results were achieved.     
 1         2        3       4        5             
33. Evaluate how nursing interventions are carried out.      
 1         2        3       4        5          
34. Find the point of breakdown in the steps of nursing care.     
 1         2        3       4        5          
35. Decide about continuing or modifying care plan based on patient’s prognosis.   
1         2        3       4        5          
36. Decide about changing outcome based on patient’s prognosis.     
 1         2        3       4        5          
37. Decide about adjusting setting priorities based on patient’s prognosis.  
1         2        3       4        5          
   
 
Adapted from: CHERAGHI F., HASSANI P., YAGHMAEI F. & ALAVI-MAJED H. (2009) 
Developing a valid and reliable self-efficacy in clinical performance scale. International Nursing 
Review 56, 214–221 
 
